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The revival of interest in vagotomy in the treatment 
of peptic ulcer dates from 1946, when Dragstedt ' 
described results in 54 cases in which he had performed 
vagotomy in the preceding three years. Although he 
made some modifications in the procedure previously 
used by Pieri and Tanferna,’ the desired accomplish- 
ment was section of all vagus fibers going to the stomach 
at the level of the lower part of the esophagus in order 
to reduce gastric acidity and secretion and relieve gas- 
trospasm. It was anticipated that healing of the peptic 
ulcer would ensue. Previously, surgeons had aban- 
doned vagotomy because of untoward reactions result- 
ing from interference with the motility of the stomach 
and sometimes of the intestine. These reactions had 
consisted in varying degrees of dilatation of the stom- 
ach, with associated gastric retention. In the immediate 
posteperative period dehydration and hypochloremic 
symptoms were associated with the loss of gastric secre- 
tion. Later, symptoms of gastric fulness, eructations 
of foul gas and diarrhea due to the retention of food 
and fluid in the stomach for abnormally long periods 
appeared. These annoying symptoms in some cases 
necessitated secondary gastroenterostomy or gastric 
resection. Furthermore, it was found that gastric ulcers 
developed in some laboratory animals and in some 
human beings when gastric stasis was obtained. 

Although many vagotomies have been done in the 
treatment of duodenal ulcer without simultaneous gas- 
troenterostomy (especially when the ulcer was small and 
not obstructive) since Dragstedt reintroduced the pro- 
cedure, in the last two years gastroenterostomy has 
been done at the time of vagotomy almost routinely. 


Some surgeons performed pyloroplasty in association 
with vagotomy in order to prevent gastric stasis, but 
they soon found that it did not do so, apparently 
because of the persistence of prepyloric spasm and lack 
of coordination of peristaltic waves between the body 
of the stomach and its antrum. Even in these cir- 
cumstances, gastroenterostomy gives a better functional 
result; hence, these surgeons have changed from pyloro- 
plasty and vagotomy to gastroenterostomy and vagot- 
omy. Others thought that, although vagotomy may 
prevent gastrojejunal ulceration after gastroenterostomy, 
since it does not always prevent such ulceration, it 
would be better to perform simultaneous gastric resec- 
tion and vagotomy, as the incidence of gastrojejunal 
ulceration is lower after gastric resection than after 
gastroenterostomy. 

The results of gastric resection for duodenal ulcer 
are well known from the postoperative study of literally 
thousands of cases by many men over a period of many 
years. Generally speaking, excellent results have been 
obtained in 85 to 90 per cent of the cases,* and the inci- 
dence of recurring ulceration is low. For example, Star- 
linger,‘ of Vienna, reported the incidence of recurring 
ulceration after gastric resection for duodenal ulcer to 
be 2.5 per cent in a collected series of 25,647 cases. 
American surgeons * have reported a similar rate of 
recurrence, 2 to 2.5 per cent, if an adequate amount of 
stomach is removed (two thirds). The risk of the opera- 
tion also is low in the hands of experienced surgeons 
(0.8 to 2.7 per cent).® Gastric resection is the best 
surgical procedure for gastric ulcer. It not only removes 
the lesion, which in about 20 per cent of cases is cancer- 
ous,’ but also is followed by excellent results, with no or 
little possibility of recurring ulceration, and all of this 
at a risk of 0.9 to 1.4 per cent.® 

What then have been the reasons for the revival of 
the operation of vagotomy, especially if it is to be com- 
bined with gastroenterostomy or partial gastrectomy in 
marty cases? 1. Vagotomy appears to extend the bene- 
fits of operation to more persons with complicated duo- 
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denal ulcer who for many years have been treated 
medically. 2. Also it is used in combination with other 
Operations in an attempt to reduce to a minimum the 
incidence of recurring ulceration after the surgical 
treatment of complicated duodenal ulcer. This is an 
attempt at least to reduce recurrence to a lower percent- 
age than when these operations are done without vagot- 
omy. But does it do so? In 4.8 per cent of the 331 
cases in which vagotomy has been employed at the 
Mayo Clinic, there has been a proved recurrence of 
ulceration, and in an additional 3.6 per cent recurrence 
has been suspected, that is, symptoms of ulcer have 
returned. For an exact comparison of recurrence, evi- 
dence must accumulate for many more years, since the 
average time elapsing after operation before recurring 
ulceration manifests itself is 3/2 years.* In addition, 


TABLE 1.—Operations in 331 Cases * 


Gastric 
and 
Total No. Duo- Gastro- Gas-  Duo- 
No. of of denal jejunal trie denal 
Operation Cases Cases Uleer Uleer Uleer Uleer 
Vagotomy only............... 117 


Vagotomy and gastroenter- 163 
ostomy 


= 
= 
te 
~ 


Vagotomy and pyloroplasty 4 
or excision of ulcer 


Vagotomy and gastrie resee- Ms 


Vagotomy and gastroenteric 11 
anastomosis taken down 


* Series 1 and 2 at the Mayo Clinie. 


vagotomy sets up a series of side reactions due to dilata- 
tion of the stomach, which in some cases are distressing 
and prolonged for many months. For preliminary 
deductions, however, sufficient time has elapsed and a 
sufficient number of cases have been accumulated. We 
base this statement on the statistical study of 2,558 
collected cases with an average follow-up of 1/2 to two 
years just completed by the American Gastroentero- 
logical Society." 

There are reasons why vagotomy alone or vagotomy 
combined with other procedures has been used in pret- 
erence to partial gastrectomy by some surgeons. The 
first is the disproportionately increased risk of partial 
gastrectomy with removal of a large perforating duo- 
denal ulcer compared with that of gastroenterostomy, 
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especially in view of the results obtained from combined 
use of the two procedures. Here proper selection of 
cases is most important because, other conditions being 
equal, the risk of a partial gastrectomy with removal of 
the duodenal ulcer depends on how well the end of the 
duodenum can be closed so that leakage from it will not 
occur. 

Another reason that vagotomy with various pro- 
cedures is used in place of gastric resection is that 10 to 
15 per cent of patients who have undergone partial 
gastrectomy for duodenal ulcer have symptoms due to 
dilatation of the jejunum or duodenum (dumping syn- 
drome after eating) or are unable to gain weight or have 
some persisting digestive symptoms attributable to 
residual gastritis in the portion of the stomach remaining 
after partial gastrectomy. The cause of some of these 
effects is not well understood, but it is concerned not 
only with the loss of one half to two thirds of the stom- 
ach and dilatation of the jejunum but also with the 
somatic and neurogenic symptoms associated with ulcer. 

In the evaluation of any surgical procedure one fares 
best if the following questions can be answered. 
1. What physiological processes are at fault, and does 
the surgical procedure remove them or correct them, or 
does it do both? 2. Are methods available for proving 
that what is thought to have been accomplished has been 
accomplished? 3. Have the results of the new pro- 
cedure been compared with results of other well estab- 
lished procedures, like a control series in an experiment? 
4. Can the procedure be repeated on animals with sim- 
ilar results, or, if it cannot be, are the reasons for such 
failure acceptable to scientfic investigators? 

Our data to be presented will provide some answers 
for the first two questions. Apropos of the last two 
questions, concerning vagotomy, in 1929 Hartzell,'’ 
while a fellow in the Mayo Foundation, performed 
transthoracic vagotomy on eight dogs, using ether anes- 
thesia and aseptic technic. All of them had dilatation of 
the stomach and reduction of gastric acidity subse- 
quently. Vanzant,'' studying these dogs later, found 
that gastric motility and acidity had returned to all the 
stomachs in six months to two years. Two of these 
dogs were killed, and studies of the resected vagus 
nerves showed that regeneration had not occurred. 

The questions that arise in evaluation of the clinical 
results of vagotomy are the following: 1. What effect 
does vagotomy have on gastric acidity and gastric motil- 
ity, and how long does it last? 2. How can one 
determine that all gastric vagus fibers have been 
severed? 3. Is it necessary to divide or respect all the 
gastric vagus nerves? 4. What happens to the duodenal, 
the gastric or the gastrojejunal ulcer after resection of 
the gastric vagus nerves and gastroenterostomy, or 
partial gastrectomy or after each procedure alone? 

In an attempt to answer these questions, we have 
studied two series of cases. Series 1 includes those 
cases in which operations were performed in one of the 
surgical services at the Mayo clinic during the past five 
years and consists of 141 cases. Clinical and laboratory 
follow-up studies were made in 87 cases one year or 
more after operation; replies by questionnaires were 
received in 25 one year or more after operation. 
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Twenty-three cases in which patients were operated on 
during the past year are not included in the study, and 
there were two cases in which the patients could not be 
traced (one lives in Iceland and another is an itinerant 
cowboy). There were three hospital deaths, and one 
patient died 11 months after surgery. Series 2 includes 
190 cases in which operations were performed in other 
surgical services at the Mayo Clinic during a similar 
period but excludes those in which operation occurred 
less than a year ago. In this series, 43 patients returned 
for clinical and laboratory studies, and 46 replied to 
questionnaires one to four years after operation. An 
additional 39 patients who replied to questionnaires 
had been operated on less than a year previously, and 
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operative estimations of night secretion were made 
because of inconvenience to the patient, no data on night 
secretions after operation are included in this report, 
although in many cases they were obtained. 

Free hydrochloric acid, although greatly affected by 
associated simultaneous or previously performed oper- 
ations, such as gastroenterostomy, pyloroplasty and 
gastric resection, nevertheless, was reduced in the 
immediate postoperative period in 54.8 per cent of 
cases in which vagotomy was performed alone, without 
such additional procedures, and was reduced to achlor- 
hydric levels in an additional 38.7 per cent of cases 
(table 2). However, in the one to four year follow-up 
period a reduction of acidity was found in 50 per cent 


TaBLE 2.—Free Hydrochloric Acid in Gastric Contents (Series 1) 


Absent, 


Reduced, No Change, 
Percentage of Percentage of Percentage of 
Cases Studied Cases * Cases * Cases 
Imme- Imme- Imme- Imme- 
Vagotomy diate Late t diate Late diate Late diate ¢ Late 
Alone 
No previous gastroenterostomy or gastric resection 31 22 38.7 26.3 HS W.0 6.5 23.7 
Gastroenterostomy 12 3 58.3 06.7 25.0 33.3 16.7 0 
Giastrie resection 8 100.0 100.0 0 0 0 0 
Combined with 
D4 29 43.3 24.1 49.2 65.6 7.5 10.3 
14 ll 84.7 80.8 7.6 9.6 7.6 9.6 
8 7 87.5 714 12.5 28.6 0 0 
Gastroenteric anastomosis taken down............... 5 5 20.0 0 20. 40.0 60.0 60.0 
* Percentage of cases in each group. + Total of 138 cases. ~{ Total of 85 eases. 
TaBLE 3.—Gastric Motility (Series 1) 
Absent, Reduced, Normal, 
Pereentage of Percentage of Percentage of 
Cases Studied Cases * Cases * a 
Imme- Imme- Imme- Imme- 
Operations diate Late } diate Late { diate Late } diate Late } 
Vagotomy alone 
No previous gastroenterostomy or gastric resection %6 19 65.3 64 7.6 0 27.1 73.6 
Gastroenterostomy or gastric resection previously.. 17 14 41.1 baba 117 47.2 100.0 
Vagotomy combined with gastroenterostomy.......... 28 4 WO 0 12.0 32.0 100.0 
tee 10 6 50.0 16.7 12.5 W.7 37.5 66.6 
Gastroenteric anastomosis taken down........... 4 5 25.0 0 25.0 20.0 WO 80.0 


* Percentage of cases in each group. +t Studies made in 99 eases. 


their cases were not included in this study. In series 2, 
likewise, there were three deaths. In order to contrast 
groups of cases that include a series of personal observa- 
tions and studies with those contacted by mail poll, it 
was thought worth while to contrast results in series 1 
and 2 (table 1). In this report, the results of the 
physiological studies will be presented in series 1 
principally because follow-up data were planned with 
such a study in mind in this series, whereas in series 2 
such a study was not planned. Interesting data were 
obtained by mail poll in both series 1 and series 2, and 
the subjective results of operations in the two series can 
be compared. 


PHYSIOLOGICAL RESULTS IN SERIES 1 


Acidity —Acidity was studied with the Ewald test 
meal in 138 cases immediately after operation and in 
85 cases one to four years after operation. No results 
of histamine tests are reported herein. Since no pre- 


{ Studies made in 79 cases. 


of the cases in series | in which vagotomy was per- 
formed alone, and achlorhydria occurred in an addi- 
tional 26.3 per cent. A return to preoperative levels 
occurred in 23.7 per cent. 

When simultaneous or previously performed gastro- 
enterostomy, pyloroplasty or gastric resection was asso- 
ciated with vagotomy, reduction of gastric acidity to 
achlorhydric levels occurred in a greater number of 
cases in the immediate postoperative period and was 
even more apparent in the late postoperative period. 
In only 7.0 per cent of the group was there a return to 
preoperative levels. 

Motility.—Motility can be studied by means of 
kymographic balloons, as demonstrated by Code and 
Hightower,'* and also by roentgenoscopic methods. 
All the data which we are reporting on motility were 


12. Code, C. F., and Hightower, N. C.: Personal communication to 
the authors. 
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obtained by the latter method, owing to better avail- 
ability and less inconvenience to the patient. 

Gastric motility after vagotomy in the immediate 
postoperative period is, like acidity, influenced by 
associated simultaneous or previously performed pro- 
cedures. It was absent or decreased in 72.9 per cent 
of the cases in our series in which vagotomy was the 
only surgical procedure (table 3), as contrasted with 
54.8 per cent of the cases in which associated pyloro- 
plasty, gastroenterostomy or gastric resection was done. 
On reexamination one to four years after operation, 
motility continued to be absent or decreased in 26.4 per 
cent of the cases in which vagotomy was the only pro- 
cedure performed, whereas it was absent or decreased in 
only 3.6 per cent of the cases with associated drainage 
operations. 

Insulin Test.—The results of the insulin tests are cor- 
- related in tables 4 and 5 with the long term clinical 
results of vagotomy alone for duodenal ulcer, vagotomy 
combined with gastroenterostomy or pyloroplasty for 
duodenal ulcer, vagotomy for gastrojejunal ulcer after 
a gastroenterostomy or gastric resection and vagotomy 
for gastric ulcer. In these tables results of the insulin 
tests '* are reported as positive, negative or unsatis- 
factory, according to the most recent determinations, 
some of which were made as long as 46 months post- 
operatively. As is shown in table 5, results of few 
insulin tests changed from positive to negative or from 
negative to positive, and in all instances of change, the 
change took place within the first 18 months after 
vagotomy. As noted in this table, 78 insulin tests have 
been done in series 1 more than one year after 
vagotomy. 

As interpreted by us, the insulin test gave a negative 
result in approximately 60 per cent of the cases in the 
immediate postoperative period, 30 per cent of the 
tests were unsatisfactory ‘* and 10 per cent gave positive 
results. There was excellent correlation in 80 per cent 
of cases in which tests were made. However, the results 
in seven cases in which only the posterior vagus nerve 
was resected (in six with gastroenterostomy and in one 
with gastric resection) were as follows: Insulin tests 
gave negative results in four cases, gave unsatisfactory 
results in one and were not done in two cases. In all 
seven cases there was marked reduction of gastric 
acidity from the preoperative level. This leads to specu- 
lation on whether complete vagotomy is necessary to 
obtain gastric vagal effects, which is further substan- 
tiated by the almost parallel vagal effects with regard to 


13. Our criteria for interpretation of the insulin test are as follows: 
0.3 unit of insulin per kilogram of body weight is given intravenously 
to the patient. A satisfactory test is not considered to be obtained unless 
the blood sugar decreases to less than 35 mg. per 100 cc. A negative 
result is considered to be present when there is a definite downward 
trend of the level of free hydrochloric acid as the blood sugar reaches 
its low level. Hollander’s criteria differ from ours (Weinstein, V. A.; 
Hollander, F.; Lauber, F. U., and Colp, R.: Correlation of Insulin Test 
Studies and Clinical Results in a Series of Peptic Ulcer Cases Treated 
by Vagotomy, Gastroenterology 14:214-227 [Feb.] 1950). He has 
stated that a satisfactory test entails the obtaining of a blood sugar level 
of 50 mg. per 100 cc., and a variance of the free hydrochloric acid in 
the gastric contents within 10 units of the fasting level is considered to 
be a negative result. 

14. As stated, tests were considered as unsatisfactory in cases in which 
the concentration of blood sugar was not reduced helow 35 mg. per 
100 cc. 


J.A.M.A., March 3, 1951 


lowering of acidity and reduction of motility in the 
insulin-positive group compared with the insulin-nega- 
tive group. 

CLINICAL RESULTS IN SERIES 1 AND 2 


Results of the follow-up studies in series 1 and 2 have 
been classified in three categories (tables 6 to 8) as 
follows: excellent, when the patient was completely 
relieved of symptoms of ulcer and had no symptoms 


TaBLE 4.—Results of Insulin Tests After Operation 
(Series 1 and 2) 
Correlation of Clinical 
Results with 
Insulin Test 


Insulin Test 
A 


me- 
Uleer and Associated diate  Excel- Unsatis- 

Result Results lent factory Poor 
For duodenal ulcer 


Vagotomy alone 


Negative 2 8 1 
Positive P 3 1 1 
Unsatisfactory 8 1 1 
eee Negative 2 1 1 
Positive 1 1 Ae 
Unsatisfactory ‘ 
Vagotomy with gas- 
troenterostomy 
Series 1............ Negative 22 30 1 1 
Positive 2 4 1 5 
Unsatistactory 17 1 1 
Negative 24 24 1 
Positive 7 4 1 
Unsatisfactory 13 1 
Vagotomy with pyloro- 
plasty 
Bis Negative 4 3 1 
Positive 1 1 
Unsatisfactory 
Negative 2 2 
Positive ia 
Unsatisfactory ee 
For gastrojejunal ulcer 
Vagotomy after gas- 
troenterostomy 
Negative 8 6 2 
Positive 2 1 1 
Unsatisfactory 2 1 1 
Series 2... Negative 4 3 1 
Positive 1 ns 1 
Unsatisfactory 3 2 1 
Vagotomy after gas- 
tric resection 
Negative ll 10 1 
Unsatisfactory 3 als 1 ~ 
ee Negative 13 9 1 1 
Positive 2 1 ae 
Unsatisfactory 4 1 
For gastrie ulcer 
Negative 4 3 1 
Positive 1 1 
Series 2 Negative 2 2 


relating to vagotomy (such as diarrhea, gastric reten- 
tion, or bloating); unsatisfactory, when there were 
troublesome symptoms directly related to vagotomy 
(such as diarrhea, gastric retention and bloating), when 
laboratory examination showed decreased gastric motil- 
ity or when recurrent ulceration was suspected but not 
proved, and poor, when recurrence of ulcer was proved 
(tables 6 and 7). 

Duodenal Ulcer——Vagotomy alone for duodenal 
ulcer gave excellent results in 57.5 per cent of 29 cases 
in series 1 and 2 traced for one to four years, unsatis- 
factory results in 31.0 per cent and poor results in 6.9 
per cent (table 8). 
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When vagotomy was combined with gastroenter- 
ostomy, results in 81.4 per cent of the 81 patients fol- 
lowed one to four years in series 1 and 2 were excellent, 
in 12.4 per cent unsatisfactory and 6.2 per cent poor. 
The poor results were based on surgical or roentgeno- 
logic evidence of gastrojejunal ulcer in five cases. 

There is little evidence in our series to indicate that 
vagotomy adds any effectiveness to gastroenterostomy 
in the prevention of gastrojejunal ulcer, although it does 
result in lowering of gastric acidity in 89.7 per cent of 
cases and achlorhydria in 24.1 per cent one to four 


EFFECTS OF VAGOTOMY—WALTERS ET AL. 


611 


Vagotomy was combined with pyloroplasty in nine 
cases in series 1 and 2 of duodenal ulcers which were 
followed for one to four years; 55.5 per cent had excel- 
lent results and 44.5 per cent unsatisfactory results. 
There were no known recurrences of ulcers in this group 
of cases. However, this procedure was done in that 
comparative small group of cases in which the ulcer 
was small. 

In 55.5 per cent of nine cases of duodenal ulcer in 
series 1 and 2 in which follow-up data were avail- 
able one to four years after operation, vagotomy and 


TABLE 5.—Results of Insulin Test Performed After One Year (Series 1) 


Satisfactory Tests 
h ed 


Which Chang 
from 
Unsatisfactory Tests -— A ~ Number of Tests 
Which Changed to Positive Negative -— 
Ulcer and Associated Operation Negative Positive Negative Positive Negative Positive factory 
For duodenal ulcer 
1 3 2 6 4 2 
For gastrojejunal ulcer after gastroenterostomy.................... ee 1 1 3 1 
For gastrojejunal uleer after gastric 
TABLE 6.—Proved Recurrence of Ulcer (Series 1 and 2) 
Results of Insulin Test 
Number 
of Unsatis- 
Uleer and Associated Operation Cases Positive Negative factory Proof 
Duodenal uleer 
6 2 1 1 Uleer proved by operation elsewhere 
° in 1, at Mayo Clinie in 1 
With 3 Roentgen and surgical evidence of 
lt gustrojejunal uleer in 3; roentgen 
evidence in 2 
Gastrojejunal uleer after gastroenterostomy 
1 1 Roentgen and surgical proof of gas- 
trojejunal uleer in 1 year 
Vagotomy and gastroenteric anastomosis re- Duodenal ulcer with crater proved 
moved, gastroduodenal continuity established 2 2 by roentgen examination in both 
Gastrojejunal uleer after gastric resection 
3t lt It ae Roentgen and surgical proof in all 
eases 
Gastric ulcer 
Vagotomy alone or vagotomy and excision 
lt lt currence of gastric ulcer 
Total 
* In one case there was an enteroanastomosis in addition to gastroenterostomy. + Series 2. 


years after operation. Since Gray and Williams * 
reported an over-all incidence of gastrojejunal ulcer 
after gastroenterostomy alone of about 5.9 per cent in 
a 10 year follow-up, there is a question whether vagot- 
omy added to gastroenterostomy does anything to de- 
crease this incidence, in view of the 6.2 per cent proved 
incidence of gastrojejunal ulcer in the cases just men- 
tioned. In fact, troublesome postoperative retention 
after the combined operation has prolonged hospitali- 
zation over that required after gastroenterostomy alone 
and has increased the expense of maintaining the pa- 
tient in fluid and electrolytic balance after operation. 
Furthermore, excessive and constant care has been 
required from resident surgeons and attending nurses 
in these cases. 


gastric resection gave excellent results, and in 44.5 per 
cent of the cases unsatisfactory results due to disturb- 
ances of motility. There were no suspected or proved 
recurrences of ulcer in this group. However, because 
of the associated postoperative vagal symptoms, it is 
felt that vagotomy added little and was a detriment to 
gastric resection alone. This group of cases is too 
small to permit any conclusions. 

Gastric Ulcer.—In the treatment of gastric ulceration, 
vagotomy alone was performed in 11 cases in series 
1 and 2 which were followed one to four years (table 8). 
Excellent results were obtained in three (27.3 per cent), 
unsatisfactory results in five (45.6 per cent) and proved 
recurrent ulceration in three (27.3 per cent). There 
was evidence of recurrent gastritis on gastroscopic 


i 
{ 
i 
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examination in three of the five cases in which the 
results were unsatisfactory. In two cases in series 1, 
vagotomy was combined with gastroenterostomy and 
excision of the gastric ulcer; excellent results were 
obtained for more than one year in both cases. 
Gastrojejunal Ulcer.—In the treatment of gastroje- 
junal ulcer following gastroenterostomy, vagotomy 
alone was performed in 20 cases in series 1 and 2 in 
which follow-up data were available (table 8). Excel- 
lent results were obtained in 70 per cent, unsatisfactory 
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with excellent results in 65.6 per cent, unsatisfactory 
results in 22.2 per cent and poor results in 16.7 per 
cent of the cases. In the 3 cases in which results were 
classed as poor, recurrence of gastrojejunal ulceration 
was proved by operation. 

In two cases in series | in which a second resection 
of the stomach (Polya type) and vagotomy were per- 
formed for gastroduodenal ‘ulcer after Billroth I resec- 
tion, results were excellent 18 and 24 months after 
operation. 


TABLE 7.—Suspected Recurrence (Series 1 and 2) 


Results of Insulin Test 
SA 


Number —— 
of Unsatis- 
Uleer and Associated Operation Cases Positive Negative factory Proof 
Duodenal ulcer 
1 1 Pain in 1; bemorrhage in 1 
1* 
With gastroenterostomy.................... 1 et Uleer pain in 2; hemorrhage in 1 a 
year after operation 
Gastrojejunal uleer after gastroenterostomy 
3* x tive; 5 inle 
Gastrojejuna)] uleer after gastric resection 
1 1 Pain began 6 months, 6 months and 
9 1 year after operation 
Total 
* Series 2. 


TABLE 8.—Clinical Results of Vagotomy (Series 1 and 2)* 


Pereentage ot Cases 


‘ ' “ Symptoms of Uleer Unsatis- Proved 
Number of Excellent See YY facto Recurrence 
Ulcer and Associated Vagotomy Series Patients Result No Yes ~ Result of Uleer 
For duodenal ulcer 
2 75.0 100.0 0 250 0 
With 1 7 75.7 84.0 16.0 16.2 8.1 
2 44 86.6 87.0 13.0 91 45 
2 1 0 100.0 ” 100.0 a 
1 6 66.7 100.0 0 33.8 
2 3 33.3 100.0 0 6.7 0 
For gastrie ulcer 
2 2 50.0 50.0 50.0 0 0.0 
With 1 2 100.0 100.0 0 0 0 
For gastrojejunal uleer 
2 75.0 750 25.0 25.0 0 
With anastomosis taken down...... 1 4 W.0 0 
? 1 100.0 100.0 0 0 0 
After gastric 1 72.8 91.6 27.2 0 
With gastric 1 3 66.7 100.0 0 33.3 0 
For gastroduodenal ulcer Billroth [ resection 


* Series 1 and 2 at Mayo Clinic. 


in 25 per cent and poor in 5 per cent, with proved recur- 
rent ulceration in the one case of the latter group. 

In five cases in series 1 and 2, which were traced 
one to four years, the gastrojejunal ulcer was excised, 
the openings in the stomach and jejunum were closed, 
gastroduodenal continuity was reestablished and vagot- 
omy was added; results were excellent in three (60.0 
per cent) and poor, with proved reactivation of the 
duodenal ulcer, in two (40.0 per cent). 

In the treatment of gastrojejunal ulceration following 
gastric resection, vagotomy alone has been performed 
in series 1 and 2 in 29 cases followed one to four years, 


EVALUATION OF OPERATIVE PROCEDURES 

In our opinion, vagotomy alone is a valuable addi- 
tion to the armamentarium of surgical approaches for 
gastrojejunal ulceration after adequate gastric resection. 
A second gastric resection with vagotomy is another 
valuable procedure with good end results when gastro- 
jejunal ulcer occurs after inadequate previous gastric 
resection. In patients with small gastrojejunal ulcers 
or gastrojejunitis after gastroenterostomy vagotomy has 
given good short term results (not comparable, how- 
ever, in the experience of the Mayo Clinic with the 
short term and long term results of removal of the 
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gastroenteric anastomoses and gastric resection). Since 
taking down of the gastroenteric anastomosis and rees- 
tablishment of gastroduodenal continuity combined 
with vagotomy was followed by almost as high an inci- 
dence of reactivation of duodenal ulcer as though the 
vagotomy had not been done, this procedure is not 
advised. 

We believe that there is little place for vagotomy 
alone in the treatment of duodenal ulcer. Whenever 
possible, resection of at least two thirds of the stomach 
is the treatment of choice for complicated duodenal 
ulcer. 

In our opinion, there is a place for vagotomy com- 
bined with various other procedures in the treatment 
of certain types of duodenal ulcers in certain persons: 
1. For certain highly nervous middle-aged male patients 
with duodenal ulcers which are too large for safe 
removal or to leave in place and still achieve safe closure 
of the duodenal stump after gastric resection, gastro- 
enterostomy with vagotomy may be performed on the 
assumption that it may reduce the incidence of gastro- 
jejunal ulcer. This remains to be proved, however. 
2. For ulcers that are small, pyloroplasty or gastro- 
duodenostomy may be used concomitantly. 3. For 
selected persons of high tension type who have duodenal 
ulcers and a large amount of free hydrochloric acid in 
the gastric contents, vagotomy may be combined with 
gastric resection in the hope of preventing recurring 
ulcers. Sufficient time has not elapsed to permit evalu- 
ation of the results of this procedure. 

Vagotomy should not be performed for gastric ulcers 
because of the high incidence of malignancy and 
because after operation recurring gastric ulcer, persist- 
ing gastritis and disturbances of motility make the 
results compare unfavorably with the excellent results 
obtained from gastric resection with removal of the 
gastric ulcer. 

SUMMARY 


A study of the physiological and clinical results of 
vagotomy performed alone and in combination with 
gastroenterostomy, pyloroplasty and gastric resection 
has been made into two series of cases: series 1, repre- 


senting 141 cases in which all operations were performed 


in one of the surgical services at the Mayo Clinic, and 
series 2, containing 190 cases in which operations were 
performed in all other surgical services at the clinic. 
In series 1, there were 87 cases (61.7 per cent) in 
which patients returned at our request from one to 
four years after operation for postoperative studies that 
formed the basis of our physiological studies. Replies 
to questionnaires were obtained in an additional 25 
(16.3 per cent). In series 2, there were 43 cases 
(22.6 per cent) in which patients returned for study, 
and information regarding the 46 additional cases (25.2 
per cent) was obtained by questionnaire from one to 
four years after operation. The results in the cases in 
which patients returned for examination were the same 
in the two series, but when the results determined by 
examination were compared with those determined from 
questionnaires, the results were better in both series in 
the group traced by questionnaire. This is of particular 
significance in an understanding of the different results 
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reported by different observers. Recurrences of ulcera- 
tion were proved in 16 cases (4.8 per cent of 331 cases) 
and were suspected in an additional 12 cases (3.6 
per cent). 

In evaluating vagotomy, results of an operation inde- 
pendent of operations reducing gastric acidity and gas- 


' tric secretion and assisting the stomach to empty should 


be used. In one to four years acidity returned to pre- 
operative levels in a greater percentage of cases in 
which vagotomy was done alone without a previous or 
simultaneous procedure than of those in which various 
procedures were combined with vagotomy. In a similar 
follow-up period motility remained decreased or absent 
in a much larger percentage of cases in which vagotomy 
was done alone than in those in which it was combined 
with various other procedures. 

There appeared to be good correlation between the 
results of the insulin test (negative result when the level 
of blood sugar was less than 35 mg. per 100 cc.) and 
the clinical results in 80 per cent of the cases. Since 
section of the posterior nerve, when combined with 
drainage operations has resulted in negative insulin tests 
in four of seven cases (in the other three cases tests 
were unsatisfactory), reduction of hydrochloric acid 
and clinical results being comparable to those following 
section of both the anterior and posterior vagus nerves 
combined with similar operations, speculation arises as 
to the necessity of cutting the anterior vagus nerve 
(since only the posterior vagus nerve ennervates the 
pylorus). 

In 62.1 per cent of 29 cases of duodenal ulcer for 
which vagotomy alone was employed and in which the 
patients returned or reported by questionnaire one to 
four years after operation (series 1 and 2), excellent 
results were obtained; in 31.0 per cent, results were 
unsatisfactory, with persisting symptoms or trouble- 
some side reactions usually due to disturbances of 
motility, and in 6.9 per cent there was proved recur- 
rence. Yet if one were to classify the results of opera- 
tion on the basis of freedom from symptoms of ulcer 
alone, in 90.5 per cent of the cases in series 1 there 
was such a result. Yet in this group 33.3 per cent had 
unsatisfactory results in regard to troublesome dis- 
turbances of motility and 9.5 per cent had proved 
recurrence of ulcer. Likewise, in 81.4 per cent of the 
cases in which vagotomy was used in addition to 
gastroenterostomy there were excellent results and in 86 
per cent no symptoms of ulcer. The same discrepancy 
exists in the evaluation of the benefits of vagotomy in 
the treatment of duodenal ulcer when associated pyloro- 
plasty and gastric resection are done. Although all 
these operations relieved the symptoms of ulcer, we 
could classify the results of vagotomy and pyloroplasty 
as excellent by our criteria in only 55.5 per cent of the 
cases and those of vagotomy and gastric resection as 
excellent in only 55.5 per cent. 

Vagotomy has given very good results in the treat- 
ment of gastrojejunal ulceration after adequate gastric 
resection, for, in spite of this difficult situation, in 71.4 
per cent of the cases in our series 1 and 2 in which there 
were Operations and reexaminations results were excel- 
lent, but in 85.7 per cent there was relief of ulcer 
symptoms. 
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COMPLICATED FRACTURES 
OF THE MAXILLA 


David L. Murphy, M.D. 
Edward S. oe M.D. 
and 


William A. McNichols, M.D., Dixon, IIl. 


Accidents of all types have been the cause of exten- 
sive research and surveys. Despite the commendable 
efforts of safety conferences in all fields, despite the 
fine educational program of the National Safety Coun- 
cil in our schools, the annual accident rate is, and will 
continue to be, high. 

With motor vehicles being responsible for the greatest 
number of accidents, these figures from the National 
Safety Council are pertinent. The total number of 
fatal accidents in 1946 was 33,700, an increase of 
20 per cent over the preceding year and of 38 per 
cent over 1944. With the National Safety Council 
ratio commonly used, of 35 injuries to each death, 
the 1946 approximate total of nonfatal vehicle injuries 
is 1,200,000. 

With the continued increase in travel, the probable 
number of victims of motor accidents in need of prompt 
and efficient care is too appalling to estimate. Conse- 
quently, the need for providing this care is a paramount 
responsibility of each physician. Because of plasma, 
blood banks, penicillin and antitoxin, many badly 
injured persons who previously would have died will 
survive. It is the attending physician’s responsibility to 
see that they are not afflicted with any humiliating scars 
or deformities that can be avoided or repaired. 

The restorative surgeon must be master of this situa- 
tion. Common sense adjustment of the broken frag- 
ments and approximation of tissue, which can be done 
early, easily and without endangering the patient’s life, 
will give far better results than extensive plastic pro- 
cedure months later. 

Too frequently the injured person is given excellent 
first aid and all fractures taken care of except those of 
the face. Often swelling will mask an injury that may 
result in a humiliating deformity. Should such an 
unfortunate person ultimately undergo plastic pro- 
cedure, the result is practically never so good as that 
which could have been obtained at the time of the 
accident. Injuries of the head and neck can be handled 
most capably by the otolaryngologist because of his 
knowledge of the anatomy of this region. 

With head injuries, primary consideration is naturally 
given to skull, brain and nasal damage. Damage to 
these areas is of vital importance, readily recognized 
and repaired. However, even should a deforming nasal 
fracture be overlooked, so long as the tissue is present 


Read before the Section on Laryngology, Otology and Rhinology at 
the Ninety-Ninth Annual Session of the American Medical Association, 
San Francisco, June 28, 1950. 
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it can be corrected at a later date. The injuries which 
are apt to be overlooked are the deforming fractures of 
the maxilla. Delayed surgery here is only partially satis- 
factory; it can improve but rarely correct the mal- 
adjustment. 
DIAGNOSIS 

Inspection.—This is important if the patient is seen 
early. If the patient is seen late, the swelling is so great 
that correct observation is obscured. Continued obser- 
vation is also important, as it may show a sagging eye, 
diplopia or an offside bite, even though a roentgenolo- 
gist has not reported a fracture. Then the roentgeno- 
grams must be studied again and possibly additional 
ones taken from new angles. One should never ignore 
a clinical defect because a roentgenogram discloses 
nothing abnormal. 


Palpation.—With the index and third finger of each 
hand, the infraorbital and supraorbital rims, forehead, 
zygoma, facial bones, hard palate and mandible are 
palpated for the detection of elevations, depressions 
and separations. 


Roentgenograms.—These important adjuncts to diag- 
nosis must be used to insure detection of fractures of 
the condyle. The restorative surgeon must examine and 
interpret these films. Too often films do not show the 
entire mandible or are limited to the wrong angle on 
the maxilla. These conditions must be worked out 
between the surgeon and the technician. The surgeon 
must use his own judgment about tooth alinement and 
clinical results, rather than trust to perfect alinement 
of the broken fragments seen in the roentgenogram. 

An injured person is entitled to the best results 
obtainable, and to secure these, the earliest possible 
consultation and treatment are urgent. Murphy ' states 
that each hospital should have a group that is interested 
in injuries of the maxillofacial area. The ideal group 
comprises an oral surgeon, an otolaryngologist and a 
general surgeon. The oral surgeon contributes his 
knowledge of the alinement of the teeth and the methods 
of securing a functioning bite. The otolaryngologist 
contributes his knowledge of the bones of the face and 
his ability to handie the complicated injuries of the 
head and neck. The general surgeon advises as to the 
alinement and the general condition of the patient. 

Leech, Drum and Osterhagen,’ writing of their evacu- 
ation hospital experiences, state that 7 to 10 per cent 


of the cases were of maxillofacial injuries. They ob- 


served that in no part of the body does early, careful, 
adequate first aid pay better dividends than it does in 
maxillofacial surgery. They further state that such 
injuries should receive the benefit of definitive surgery 
at the most forward element possible. 

A. M. Brown * reports that “when plastic operations 
were used to correct deformities resulting from trauma 
received in war, it was seen that a tremendous psycho- 
logic improvement accompanied cosmetic improve- 


ments.” Our experiences in = practices confirm 
these observations. 


FRACTURES OF THE MAXILLA 
Complicated fractures of the maxilla are those that 

either are compound or involve the alveolar processes 

or the orbit, or any combination of these injuries. In 
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complicated fractures of the maxilla there are apt to be 
additional fractures either of the skull or of the other 
bones of the body. All patients with complicated frac- 
tures of the maxilla should be considered to have a 
skull fracture until it is proved otherwise. 

Transverse fractures of the maxilla are the easiest to 
handle. We used to wire these. Then we had an 
edentulous patient whose alveolar process was broken 
into several pieces and the hard palate shattered. This 
palate was molded back into shape and supported by 
a palate plate or maxillary splint from a Straith * splint. 

Badly splintered hard palates and alveolar processes 
will heal if only brought into alinement and immobil- 
ized. With use of the Straith mouthpiece and some 
dental compound it is astounding how an oral surgeon 
can mold macerated hard palates and alveolar processes 
into perfect functioning maxillas, from both an esthetic 
and a functional standpoint. These patients require the 
daily attention of the oral surgeon, not only to maintain 
cleanliness but also to adjust any errors in initial cor- 
rection. These changes can be accomplished much more 
easily with dental compound than with dental wiring. 
Some of the loose fragments are sewed together with 
cotton threads. These maxillary splints are supported 
by elastic bands, which do not need to be strong or 
very tight. It is very easy to bring the palate up too 
high; hence the need for daily removal of the mouth- 
piece for cleaning and inspection. These elastic bands 
are attached to a headband buried in plaster. We use 
Straith’s headbands because they are easier for us to 
apply, but coat hangers buried in a plaster headband 
are quite satisfactory. There are many other splints 
available that are highly satisfactory. We feel that it is 
easier to use prepared splints and headbands, as they 
are time savers. It is important that they be applied 
properly; otherwise, they are uncomfortable and will 
tilt. Nurses apply these plaster headbands according to 
the following instructions: 


For a permanent fixation, using the headband, a plaster 
head cap can be made using stockinette over the head, a 
small amount of cotton wadding and plaster bandage, fitting 
well down behind the occiput over the ears and down to the 
eyebrows with a well fitted crown to prevent its downward 
displacement. The vertex need not be covered. After two 
or three rolls of plaster have been applied, the headband 
can be placed over the plaster, adjusted to size and another 
roll applied to hold the band in place, being sure that the 
binding posts, etc., are exposed. If desirable, coat hanger 
wire side arms and the separate binding post over the nose 
can be incorporated in the plaster headband. 


This procedure insures comfortable, fixed extension. 

We see occasionally a simple depressed fracture of 
the zygomatic arch. The temporal approach of Kilner, 
Stone and Gillies ° and the oral approach described by 
Straith * have been equally successful in our hands. 

Maxillomalar fractures are the complicated ones. 
These not only need to be replaced but also need to 
be supported. The anatomy of this region should be 
reviewed, especially in relation to the ligament of Lock- 
wood. Patienis may noi mind a flat face or depressed 
infraorbital ridge, but diplopia is a continual annoyance. 
Callahan ° paints a vivid picture of the problem in his 
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article. “Reconstruction of the Canthi.” Scobee* has 
an excellent article on the fascia of the orbit. In it he 
quotes from Lockwood’s original work *: “The sus- 
pensory ligament is a band of fibrous tissue stretched 
like a sling from one side of the orbit to the other. 
The fibers which compose it converge at each end to be 
inserted into the malar and lacrimal bones; in the middle 
they diverge to form a shallow cup on which the 
eye rests.” 

The purpose of the ligament of Lockwood is to sup- 
port the eye, and disturbance of these supports to any 
marked degree results in diplopia. Fortunately, most 
injuries occur in the maxillomalar region. In this area 
repair is routine and the end results are excellent. We 
are familiar with the various methods of treatment of 
fractures of the maxilla. These are well described in 
a comprehensive article by DeVoe.’ Most of the simple 
methods of treatment will give a good result, but for 
the more complicated cases they are not sufficient. 

In the early months of World War II an 18 year 
old youth was brought in, with a depressed fracture of 
the anterior wall of the right maxilla, depressed fracture 
of the outer third of the right infraorbital ridge and frac- 
ture of the orbital floor. With these he had marked 
diplopia. He was expecting daily his call to take his 
physical examination for the Air Force, and he wanted 
prompt, perfect and permanent relief. The problem 
was to reduce the fractures and return the fragments to 
place and keep them there by support or extension 
without the wiring that would show in a roentgenogram. 
A radical maxillary sinusotomy (Caldwell Luc opera- 
tion) was done on the right antrum and the floor of the 
orbit, and anterior wall of the maxilla was replaced 
and held there by % inch (1.3 cm.) dry gauze (nu- 
gauze*). It is impossible to pack petrolatum gauze 
well. Other substances that do not have to be removed 
Cause an annoying drainage for a long time. The malar 
bone and the infraorbital ridge were reduced by the 
oral route to leave as few scars as possible. Before this 
reduction, a Stader pin was placed in the infraorbital 
ridge and another in the zygomatic arch. These were 
connected with a bar, and they aided in the reduction. 
These pins were kept in extension by means of elastic 
bands attached to a plaster head cap. The dry gauze 
was kept moist by frequent instillation of hydrogen 
peroxide into the right nostril. This gauze was removed 
on the seventh day. The removal of this pack is painful, 
as the gauze must be packed very tightly. The patient 
is anesthetized with morphine given intravenously when 
the pack is removed. The pins were left in only 12 days, 
and these were removed without the use of anesthesia. 
On the nineteenth day after his accident the young man 
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successfully passed the physical examination to be an 
aviation cadet and was a pilot throughout the war 
(fig. 1). 

We have concluded that to get a perfect result in each 
complicated fracture of the maxilla, it is necessary to 
do a radical maxillary sinusotomy (Caldwell Luc opera- 


Fig. 1.—Placement of pins in the infraorbital ridge and zygomatic bone 
in such a way that the fragments may be brought into place and kept there 
by extension. 


tion). This can be done best with the patient under 
a combination of thiopental (pentothal®) sodium and 
local anesthesia. The orbital floor can be inspected 
and repaired, the anterior wall can be replaced and, 
if necessary, the hard palate can be returned to place. 
It is not enough in many cases to return to place the 
infraorbital ridge and the malar bone, but these fre- 
quently must be supported. The simplest and easiest 
way to support them is with two or more Stader pins 
in the fragments. Thus the fragments can be moved 
if the correction is found to be not quite satisfactory a 
few days later. 

In one case in which the lacrimal bone and the inner 
portion of the infraorbital ridge were depressed, the 
resulting diplopia was succesfully treated in the manner 
mentioned above. 


Case 1.—A man aged 42 was seriously injured in an auto- 
mobile accident. He was unconscious for six days, with a 
depressed fracture of the left frontal part of the skull and a 
fracture dislocation of the orbital portion of the left malar 
bone, the left infraorbital ridge, the left part of the orbital 
floor and the left anterior wall of the maxillary sinus. On 
the eighth day the depressed skull fracture was elevated and a 
perfect supraorbital ridge reformed. After the elevation of 
the frontal bone the patient continued to have a sagging eye, 
very marked diplopia and a flat face, about which he com- 
plained bitterly. On the eighteenth day after the accident it 
was decided to correct some of these deformities. A pin 
was placed in the left infraorbital ridge and another in the 
left zygoma. Then two pins were placed in the right infra- 
orbital ridge. These were used as an anchor for extension 
rods, to help keep the depressed fracture on the other side in 
extension. By means of a radical maxillary sinusotomy the 
orbital floor was replaced and the anterior wall pushed for- 
ward and packed with dry gauze. The zygoma was pulled 


J.A.M.A., March 3, 1951 


forward and held with extension rods for 21 days. The dry 
pack was removed in eight days. This man now has only 
1 D. of hyperphoria and no diplopia (fig. 2). 

CasE 2.—A woman aged 28 was injured in an automobile 
accident. She had a concussion of the brain and was uncon- 
scious for four days, despite the fact that there was not a 
demonstrable skull fracture. She did have a shattering fracture 
of the left mandible, a crushing fracture of the left maxilla, 
with the left alveolar process pushed up to the left orbit, 
a fracture dislocation of the orbital process of the left malar 
bone and a depressed dislocated fracture of the left infra- 
orbital ridge, and the orbital floor was fractured. She also had 
fractures of the right femur and both ankles. The patient 
was in a state of physical and mental prostration. The first 
repair was a skeletal fixation of the mandible. The patient’s 
mental and physical condition improved at once after the 
comfortable and permanent fixation of this painful fracture. 
Three days later the shattered fragments of the left maxilla 
were molded. The shattered hard palate was pushed outward 
and the orbital ridge pushed upward and held in place with 
dry gauze pack. The fractured dislocation of the orbital process 
of her malar bone and left infraorbital ridge were replaced and 
kept in place by Stader pins placed in each and attached by 
elastic bands to a Straith headband buried in plaster. After 
these fractures were fixed her other fractures were reduced. 
The maxilla fractures were healed in six weeks, and the pins 
were removed from the mandible in eight weeks. Prosthetic 
restoration was satisfactory from both the esthetic and the 
functional standpoint (fig. 3). 


Case 3.—A man aged 32 was struck a downward crushing 
blow by a tire ring from an explosion of a truck tire. The 
lower two thirds of his nose was completely severed from his 
face, but was connected by a small piece of flesh at the lower 
outer angle of his right ala nasi. The anterior surface of his 
right maxilla was completely severed and the bony wall ground 
to pulp. His hard palate was broken into four pieces. An 
immediate repair was done with the patient under thiopental 


Fig. 2.——-Method of elevating the malar portion of the left zygomatic 
bone and the infraorbital ridge and keeping them in place by extension 
without injury to the badly shattered skull. 


(pentothal®) sodium anesthesia. He was treated for shock 
with heat and plasma. His blood was typed, a donor pro- 
cured and the patient given 2,000 cc. of blood while he was 
on the operating table. The bony fragments were replaced 
and stitched where possible with cotton sutures inside the 
nose. These were allowed to slough out. The soft parts 
were brought together, the subcutaneous tissues were sutured 
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with no. | chromic surgical gut and the skin was closed with 
subcuticular sutures. The hard palate and alveolar processes 
were sutured together and braced with low-fusing dental com- 
pound and further supported by the mouthpiece of the Stra‘th 
splint. The nose was held in place by the internal and exterral 
attachment of the Straith splint. The patient’s condition was 
critical for four days. There was extreme swelling involving his 


Fig. 3 (case 2).—Roentgenogram showing fracture of the left mandible, 
crushing fracture of the left maxilla, with the left alveolar process pushed 
up to the orbit. and fracture dislocation of the orbital process of the left 
malar bone, infraorbital ridge and floor of the orbit. 


scalp, face and neck. His nose and mouth could be kept clean 
and pressure applied and relieved as the case progressed, owing 
to the versatility of the nasal and dental attachments of the 
Straith splint. The hard palate remained intact, but most of the 
bone sloughed out, to be replaced with new bone over a two 
year period. In all this sloughing no true fistula developed. The 
patient was released from the hospital in 22 days, and at the 
present time has noticeable scars across his nose and right 
maxilla. There is a slight depression in his right maxilla, and 
his nose is not absolutely straight. The tear duct on the right 
side had been severed, and no attempt was made to create a new 
opening. This should have been done at the time of plastic 
repair. The patient does have, however, a very presentable 
appearance and a perfectly functioning nose and bite. 


FRACTURES OF THE MANDIBLE 

Much has been written on the treatment of mandi- 
bular fractures since the days of 3000 B.C., according 
to Breasted’s '° translation of the Edwin Smith surgical 
papyrus. Thoma’s '' scholarly historical review of the 
literature shows how the treatment has varied. It is 
surprising to read Gordon’s '* ideas published in 1947, 
in which he still advocates interosseous wiring. 

Anderson ‘* has been credited with the practical 
development of the treatment of fractures by external 
appliance and pin fixation. This is the apparatus we 
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use because of its light weight and simplicity. We find 
it safe, comfortable and economical. Gillies '* listed 
the advantages of external skeletal fixation: 

1. It is available for types of fractures that cannot be 
treated with other methods. 

2. It may be applied immediately to any fracture. There 
is perfect control of all fragments and anatomic reposition. 

3. It permits immediate movement of the temporomandibu- 
lar joint. 

4. It provides for cleanliness of the whole buccal cavity. 


We have found all these advantages, and so far we 
have not found any disadvantages. 

If good results are to be universally obtained the 
apparatus must be properly applied. Waldron’ has 
told how to place the pins: 

The pins are inserted through the skin without incisions and 
through the mandible about 5 mm. above the lower border. 
The pins are placed at an angle of approximately 70 degrees 
and a hand drill is recommended for their insertion. The pin 
clamps are then applied and connected by a rod, and thus a 
strong and secure fixation of the fragment is assured. A 
second unit is placed in the adjacent fragment. The dis- 
placement is then reduced manually and the fracture immobil- 
ized by joining the two units together by means of two 
universal fixation rod clamps and a fixation bar. This appli- 
ance can be loosened and adjustments made in the event com- 
plete reduction and proper alignment have not been secured 
at the time that it was first employed. 


We are enthusia:tic about this skeletal fixation. All 
our pins have been well placed, and healing and occlu- 
sion have been excellent. Before the surgeon’s first 
attempt at pinning condylar fragments, he must go to 
the anatomical laboratory. He should place pins in the 
attached condyle and make a window and observe 
where the pins are placed. Through a skin flap, the 
condyle on the opposite side should be severed from 
the mandible with a Gigli saw at the point of fracture 
in the patient to be operated on. After the skin has 
been replaced the pins should be placed in this fragment. 

It is possible for the condyle to be broken so short 
that pins cannot be inserted. In such a rare instance 
an open operation would be mandatory. In one recent 
case it was necessary to incise to the condyle and then 
hold it with two hemostats so that pins could be 
inserted. 

The last 94 fractures of the mandible with which 
we have dealt have all been successfully treated with 
external fixation. The patients’ ages varied from 6 to 
71 years. Many of these could have been treated with 
intermaxillary wiring, and all but two could have been 
treated with interosseous wiring. Of these two, one 
accompanied severe infected burns on the neck and the 
other accompanied an infected wound in the neck. 


10. Breasted, J. H., and Smith, E.: Surgical Papyrus, in Facsimile and 
Hieroglyphic Translation and Commentary, Chicago, University of Chicago 
Press, 1930, 

11. Thoma, K. H.: Historical Review of Methods Advocated for Treat- 
ment of Jaw Fractures, with 10 Commandments for Modern Fracture 
Treatment, Am. J. Orthodontics (Oral Surg. Sect.) 30: 399-504 (Aug.) 
1944, 


12. Gordon, S.: Interosseous Wiring in the Treatment of Fractures of 
the Mandible, Arch. Surg. 55: 660-667 (Dec.) 1947. 

13. Anderson, R.: Ambulatory Method of Treating Fractures of Shaft 
of Femur, Surg., Gynec. & Obst. @2: 865-873 (May) 1936. 

14. Gillies, H. D.: Replacement and Control of Maxillo-Facial Frac- 
tures, Brit. Dent. J. 71: 351-358 (Dec. 1) 1941. 

15. Waldron, C. W.: Skeletal Fixation in the Treatment of the Fractures 
of the Mandible, J. Oral Surg. 1: 59-83 (Jan.) 1943. 
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The 6 year old patient was given ether intratracheally. 
All others were operated on under either local or com- 
bined loca! and thiopental sodium anesthesia. When a 
jaw is to be repaired with the patient under thiopental 
anesthesia, a tracheal tube is always inserted. 


Fig. 4 (case 4).—Tracing of a roentgenogram, showing position of frag- 
ments. 


Case 4.—A Pullman porter, aged 63, was critically injured 
in a train wreck. Head injuries included a basal skull frac- 
ture and two fractures of the mandible, with the symphysis 
floating free and with pronounced displacement of the free 
fragments (fig. 4). The patient was edentulous. His condition 
was further complicated by severe burns on his neck, extend- 
ing to the lower border of the mandible. The burned area 
was infected; hence an open operation could not be con- 
sidered. The general surgeon delayed the setting of the jaw 
2% weeks. 

Owing to the callus formation, perfect alinement of the frag- 
ments was impossible. However, the end result was so good 
that dentures could be installed within three weeks after the 
immobilization of the fragments, at which time the patient 
could properly masticate solid food. Registration of the bite 
was obtained by McGrane’s pin tracer technic. Immediately 
after the immobilization of the fragments with the skeletal 
fixation, the patient’s mental haziness cleared. He could utilize 
food, and the immediate improvement was evidenced in physi- 
cal as well as mental well-being. The change effected in such 
a case is so pronounced that one must see it to appreciate 
it. The pins were removed at the end of eight weeks. 

Case 5.—A girl, aged 18, was a passenger in a car that was 
in a head-on collision. She had five fractures of the inferior 
mandible and lost the four lower incisors and a part of her 
lower lip ’% inch (1.3 cm.) wide at the left angle of her mouth, 
tapering to an apex toward the right angle. 

The fractures consisted of a shattering of the symphysis and 
a transverse fracture of the left angle at the junction of the 
horizontal and the ascending ramus, which transversed the 
entire width of the bone. Both condyles were broken off 
% inch (1.6 cm.) below the condylar process. The proximal 
fragments were overriding to the left. Two pins were placed 
in the small stumps of the condylar processes. After that it 
was fairly easy to manipulate and fix the fractures. We had 
a great deal of trouble visualizing these fractures with roentgen 
rays. This girl’s bite is not perfect, but it is functional. The 
pins were removed in ten weeks (fig. 5). 

Case 6.—A boy, aged 16, had a fracture dislocation of 
ieft mandibular condyle while playing football. This was 
pinned 36 hours later. A general diet was prescribed for him 
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the following day. The patient left the hospital in 72 hours. 
On the fifth day he was able to eat an apple. He continued 
his participation in sports, wearing a mask over the pins when 
he played basketball (fig. 6). 

Case 7.—An edentulous man aged 49 was injured in an 
automobile accident. He received numerous cuts about his 
face, a bruise of the larynx, a fracture of left forearm and 
numerous fractures of the mandible. The fractures of the 
mandible consisted of a complete fracture at the symphysis, 
leaving the two portions of the ramus floating free; each 
condyle was completely broken off just above the junction of 
the neck with the vertical ramus. These free fragments were 
pulled forward to the coronoid processes and then rotated 
inward at almost right angles with the articular surfaces toward 
the buccal cavity. 

The patient was given first aid, lacerations were sutured 
and the fracture of the arm was reduced. Owing to his 
shock he was put to bed and treated for it routinely. The 
following day he was in constant pain due to the fracture of 
the symphysis. His general condition was not improved, and 
so it was elected to immobilize this fracture by pinning it, with 
the area under local anesthesia. This was done, and his 
shock and general condition improved immediately. On the 
third day his condition was so much improved that the frac- 
tures of the condyles were pinned (thiopental and local anes- 
thesia). First, two pins were placed in the vertical portion 
of the vertical ramus and connected with a bar. These were 
used as a stabilizer while we were cutting down on the free 
condylar fragments. The incision, 2% inches (6.35 cm.) in 


Fig. 5 (case 5).—Roentgenogram showing five fractures in one mandible. 


length, was made % inch (1.3 cm.) in front of the external audi- 
tory canal down to the vertical ramus but not below the lower 
lobule of the ear. When these were located by direct inspec- 
tion we proceeded forward to the coronoid processes and then 
inward and located the condylar fragments. These were 
brought up and held in place with ordinary hemostats, and 
just one pin was placed in each fragment. With this one pin 
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the condyles were replaced in their sockets. Then a bar 
extending from the vertical ramus to the pin in the condylar 
fragment kept this condyle in the socket. The patient was 
given free motion of his mandible and a general diet. The 
pins were removed at the end of 10 weeks. At that time the 
patient had a marked limitation of motion in all directions. 
His bite was limited to 1% inches (4 cm.). 


Fig. 6.—Position of pins in a short condylar fragment. 


This is the only case of ankylosis we have had, and 
this followed an open operation. We are now convinced 
that with closed pinning of the condyles it is almost 
impossible for the patient to get ankylosis, whereas in 
an open operation ankylosis is not rare. 


COMMENT 

The facial nerve runs just below the lower lobule of 
the ear upward and forward, | inch (2.5 cm.) in front 
of the external auditory canal. This nerve is superficial, 
and one should have no trouble if one does not go 
forward until the ramus has been reached. We do not 
pay any attention to the internal maxillary artery. If 
we cut it, we simply tie it. 


CONCLUSIONS 

1. Each locality should have a group of physicians 
who are willing to care for maxillofacial injuries. 

2. In fractures of the maxilla, prompt reduction gives 
best results. External fixation and extension, as shown 
in figure 3, is most satisfactory in regard to comfort to 
the patient and absolute fixation of the fragments. 

3. External fixation of fractures of the mandible can 
be used for almost any fracture. We are opposed to 
any type of open operation. 

101 West First Street. 
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ABSTRACT OF DISCUSSION 


Dr. R. M. Decker. Pasadena, Calif.: I agree with the 
authors, Dr. McNichols and Dr. Murphy, that fractures of 
the malar bone, particularly those associated with fractures 
of the orbit and zygoma, are difficult to reduce. I am 
impressed with Dr. Clare Straith’s method, as stated by the 
authors, of elevating depressed malar fractures by means of 
an antrum trocar or similar strong curved instrument. This 
method is simple and efficient in many cases. In zygomatic 
fractures, the procedure of Gillies is commonly used, that of 
slipping a metal elevator along the temporal muscle fascia 
under the zygoma and elevating it back into place; sometimes 
a towel clip is used satisfactorily. In a case in which there is 
a compound comminuted fracture involving the orbit, it is 
difficult to hold these fragments together and in place; hence 
a number of methods have been devised. We have used the 
Caldwell Luc approach for complicated fractures of the 
maxilla. The orbital floor can be inspected if necessary, and 
the hard palate can be replaced. These fragments may have 
to be supported, and packing has been our method for this 
procedure. The Stader pins in these fragments as used by 
the authors may be more secure and more effective in holding 
the fragments in apposition. I am impressed by the large 
group of mandible fractures treated by the authors; such 
fractures are treated by the oral surgeons in my community. 
The authors’ point that swelling may mask the extent of 
injury is important. Careful palpation and adequate roent- 
gen examination is of foremost importance. With the increase 
in accidents more facial injuries may be expected, and oto- 
laryngologists must be prepared to take care of them more 
efficiently. One point that I should like to stress is always 
to be on the lookout for skull fractures associated with auto- 
mobile injury. The remarkable results that the authors have 
had should give us otolaryngologists added stimulation to 
include more maxillofacial surgery in our field of practice. 
This field of surgery should be stressed more and more in our 
meetings. Maxillofacial surgery should be done by the oto- 
laryngologist, as he is well qualified to do this work. 

Dr. GEORGE A. FRIEDMAN, New York: Dr. McNichols has 
centered our attention on his routine use of external skeletal 
fixation. The consensus would perhaps not support the wide 
application of this method. It has been used most frequently 
for treatment of certain fractures of the edentulous mandible 
and those near the ramus; also it has been indicated for loss 
of bone in the mandible after fracture to maintain position 
prior to bone grafting. Certain classic dangers have been 
reported; these are necrosis of the bone, alveolar abscess and 
local cellulitis. Dr. McNichols has encountered none of these 
in his cases. I have seen bone necrosis and local cellulitis 
only in those cases of severe compound fracture in which 
skeletal fixation was used, in which there must have been 
original contamination. I have never seen an alveolar abscess 
after the use of this method. Obviously, Dr. McNichols pre- 
fers external fixation to the oral methods of fixation. I should 
like to ask him whether in every case he was absolutely 
satisfied with his results so far as dental occlusion and the 
function of mastication are concerned. He stated that the 
appliances have been left on for a much shorter time than 
the usual five or six weeks, and his experience certainly com- 
mands attention. His method of fixation using the unharmed 
maxilla for pinning to the fractured one is unique; if it does 
away with the need for a headcap, it is a great contribution. 
In cases of these complicated fractures of the maxilla, a 
practical point has been to inspect the patients from above and 
behind, because this gives the examiner a comparative view 
of the face and its structures. Then with both hands palpa- 
tion is carried out on the two sides. Roentgenograms in 
the usual projections are not sufficient to establish a diagnosis 
in case of a severe fracture of the maxilla. An additional 
view is always taken, with the patient’s chin on the plate and 
his nose at a 30 degree angle and the cone of the x-ray 
machine directed down through the occiput via the mentum. 
This is called the occipitomental position, and it, again, makes 
possible on roentgenograms the comparison of the two sides. 
Of course, some take the roentgenogram by aiming from 
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below the chin upward, a procedure which in any event is 
advantageous for an additional view to help in the diagnosis. 
Repositioning via the antrum by means of a Caldwell Luc 
operation, as Dr. McNichols has pointed out, is the key to 
treatment in most cases; early treatment should be as definitive 
as possible; immobilization of the fractured fragments of the 
mandible makes possible an immediate improvement in the 
patient’s general condition, and early treatment should be 
done with cosmetic and functional results in mind. 

Dr. D. HARBERT ANTHONY, Memphis, Tenn.: It has been 
estimated by the National Safety Council that 50,000 persons 
will be killed in automobile accidents and 1,500,000 will be 
injured during the year 1951. A large number of the injured 
will have fractures of the face, and many will have fractures 
of the orbit that will cause marked disfiguring and permanent 
enophthalmos, often associated with annoying and sometimes 
permanently disabling diplopia. Dr. McNichols has brought 
out that the important time to treat fresh fractures of the 
orbit is within the first few days. A good history, palpation 
and roentgenograms must be obtained as soon as possible. 
The Caldwell position is used to show the upper rim of the 
orbit and the temporal rim where the A and B lines demon- 
strate the relation between the outer rim of the orbit and the 
temporal side of the skull. The Waters position, used to 
show the maxillary sinus, gives the best demonstration of the 
nasal rim of the orbit and the inferior rim. The Titterington 
position gives an excellent demonstration of the inferior rim 
of the orbit and frequently the depressed fracture dislocation 
of the floor of the orbit into the maxillary sinus. The 
zygomatic arch is also well outlined in this position. A lateral 
position of the face and skull occasionally demonstrates frac- 
ture of the floor or rim of the orbit. In all fractures of the 
floor or rim of the orbit, the mucous membrane of the maxil- 
lary sinus is ruptured and bleeding into the sinus will show 
cloudiness. The authors have given a good description of 
treatment for fractures of the floor of the orbit with the 
Caldwell Luc approach and dry gauze (nu-gauze®). I should 
like to suggest the water pressure balloon operation, frequently 
used in very recent fractures of the floor of the orbit and/or 
the rim of the orbit, often associated with fractures of the 
walls of the maxillary sinus. In recent cases, I have been able 
to do a small antrostomy and insert the Shea-Anthony water 
pressure balloon. In old healed fractures of the floor and/or 
rim of the orbit, more support is needed than can be had 
with the pressure water balloon or dry packing. I make a 
Caldwell Luc approach, refracture the floor and/or rim of 
the orbit and insert a mechanical cantilever scissors screw 
jack, made of stainless steel. This gives a rigid intramaxillary 
sinus splint that can and should be left in for several months 
or permanently. I have not been able to find use of a rigid 
intramaxillary sinus splint for fractures of the floor and/or 
rim of the orbit discussed in the literature. I believe that 
some kind of rigid intramaxillary splint will eventually be 
used on the majority of these old healed fractures of the orbit 


1. (a) Garner, R. L., and Tillett, W. S.: Biochemical Studies on the 
Fibrinolytic Activity of Hemolytic Streptococci: I. Isolation and Charac- 
terization of Fibrinolysin, J. Exper. Med. 60: 239-254 (Aug.) 1934. (5) 
Biochemical Studies on the Fibrinolytic Activity of Human Streptococci: 
Il. Nature of the Reaction, J. Exper. Med. 60: 255-267 (Aug.) 1934. (c) 
Sherry, S.; Tillett, W. S., and Christensen. L. R.: Presence and Signifi- 
cance of Desoxyribose Nucleoprotein in the Purulent Pleural Exudates of 
Patients, Proc. Soc. Exper. Biol. & Med. 68: 179-184 (May) 1949. (d) 
Sherry, S.; Tillett, W. S., and Read, C. T.: The Use of Streptokinase- 
Streptodornase in the Treatment of Hemothorax, J. Thoracic Surg. 20: 
393-417 (Sept.) 1950. (e) Tillett, W. S.: The Fibrinolytic Activity of 
Hemolytic Streptococci in Relation to the Source of Strains and Cultural 
Reactions, J. Bact. 29: 111-130 (Jan.) 1935. (f) Tillett, W. S.; Edwards, 
L. B., and Garner, R. L.: Fibrinolytic Activity of Human Streptococc:: 
The Development of Resistance to Fibrinolysis Following Acute Hemolytic 
Streptococcus Infections, J. Clin. Investigation 13: 47-78 (Jan.) 1934. 
(g) Tillett, W. S., and Garner, R. L.: The Fibrinolytic Activity of Human 
Streptococci, J. Exper. Med. 58: 485-502 (Oct.) 1933. (A) Tillett, W. S., 
and Sherry, S.: The Effect in Patients of Streptococcal Fibrinolysin 
(Streptokinase) and Streptococcal Desoxyribonuclease on Fibrinous, Puru- 
lent and Sanguineous Pleural Exudations, J. Clin. Investigation 28: 173- 
190 (Jan.) 1949. (i) Tillett, W. S.; Sherry, S., and Christensen, L. R.: 
Streptococcal Desoxyribonuclease: Significance in Lysis of Purulent 
Exudates and Production by Strains of Hemolytic Streptococci, Proc. 
Soc. Exper. Biol. & Med. 68: 184-188 wy 4 1949. (j) Tillett, W. S.; 
Sherry, S.; Christensen, L. R.; Johnson, -- and Hazelhurst, G.: 
Streptococcal Enzymatic Débridement, Ann. fas 131: 12-22 (VJan.) 1950. 
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causing enophthalmos and/or marked diplopia. The jack- 
screw sinus splint (noncorrosive) is described and pictured 
in the Transactions of the American Academy of Ophthal- 
mology and Otolaryngology for March and April 1950, pages 
379 and 380. 


Dr. WILLIAM A. MCNIcHo ts, Dixon, Ill.: I appreciate the 
discussions of Drs. Decker, Friedman and Anthony. One 
thing that they all brought up was the value of roentgenograms 
in this type of injury. To do this kind of work you will have 
to learn to read your own roentgenograms and be able to 
teach the roentgen technician how you wish the pictures taken. 
In one month I saw three patients with injury of the mandible 
who had fracture dislocations of the condyle that were not 
discovered until they had healed with deformity. If you are 
to treat cases of mandibular fractures it is necessary to go 
out and tell your colleagues that you can handle them better 
than anyone else and have the results to prove it. I appre- 
ciate Dr. Friedman's telling about the complications in some 
patients that he saw. There are persons who describe the 
complications that can follow the use of these pins. I have 
never encountered anything like them and have never before 
seen anyone who had seen them in such a case. Dr. Anthony’s 
reference to a jackscrew splint is interesting and brings forth 
a whole new line of thought. The splint may solve the prob- 
lem of a retraction of the eyeball due to an old fracture. 
Time alone will decide this. 


CLINICAL EXPERIENCE WITH STREPTO- 
KINASE AND STREPTODORNASE 


Joseph M. Miller, M.D. 

Milton Ginsberg, M.D. 

Raymond J. Lipin, M.D. 

and 

Perrin H. Long, M.D., Fort Howard, Md. 


In a series of laboratory and clinical investigations, 
which have been in progress for about 20 years, Tillett 
and his associates ' have demonstrated that the catalytic 
agent streptokinase and the enzyme desoxyribonuclease, 
or streptodornase, which are produced in abundance 
during the active growth of certain strains of beta hemo- 
lytic streptococci (group A), may be successfully 
employed as highly useful topical adjuncts to surgical 
or other treatment of certain acute and chronic infec- 
tions and in other instances of disease in which clotting 
of blood or its elements creates a therapeutic problem. 

In 1933, Tillett and Garner '* showed that a factor 
present in broth cultures of beta hemolytic streptococci 
(group A) was capable of rapidly bringing about the 
liquefaction of human fibrin clots. This lytic principle, 
which was first named fibrinolysin, was present in the 
cell-free filtrates of streptococcic cultures and was spe- 
cific in its action on fibrin obtained from human beings, 
the higher apes and some monkeys. In the course of 
studies on this lytic substance, it was noted '* that in the 
filtrates of cultures of certain hemolytic streptococci 
another factor, which hydrolyzed desoxyribonucleo- 
proteins and desoxyribonucleic acid in purulent exu- 
dates, was also present. 
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As a result of detailed investigations concerned with 
the purification and activity of these two substances, it 
was found that the originally noted lytic principle was 
at least in part a catalyst that activated a fibrin-lysing 
system in the euglobulin fraction of human serum. 
It was named streptokinase. The second factor, which 
hydrolyzed the desoxyribonucleoprotein and desoxy- 
ribonucleic acid, was found to be the same as the 
enzyme, desoxyribonuclease, which had previously been 
described.'© It was given the name of streptodornase 
because it was produced during the growth of certain 
hemolytic streptococci. Two years ago Tillett and 
Sherry '" reported on the beneficial effects of strepto- 
kinase and streptodornase in the treatment of fibrinous, 
purulent and sanguineous pleural effusions, and more 
recently Tillett and his associates ') have discussed its 
use as a topical therapeutic agent in a variety of infec- 
tious processes. In this communication, we will detail 
our clinical experiences with these two new biologic 
compounds. 


DESCRIPTION OF STREPTOKINASE AND 
STREPTODORNASE 
The mixtures of these compounds as currently 
received from the Lederle Laboratories Division of the 
American Cyanamid Company have a potency of 
roughly 200,000 units of streptokinase and 300,000 
units of streptodornase per ampul. 

Streptokinase is at least in part a catalytic agent 
acting on a fibrin-lysing system present in the euglobulin 
fraction of human blood. The fibrin-lysing system is 
activated by the agent. This causes liquefaction of 
fibrin. Streptokinase also inhibits the change of fibrino- 
gen to fibrin. Tests of streptokinase for protein give 
the usual results. The substance is inactivated by 
trypsin, activated by papain, does not act on casein, 
peptone or gelatin and can be isolated from the dissolved 
fibrin clot after completion of the liquefaction. Strepto- 
kinase is antigenic, and an antikinase may develop in 
human beings as the result of antecedent hemolytic 
streptococcic infection. 

Streptodornase (desoxyribonuclease) is an enzyme 
having the capacity of hydrolyzing desoxyribonucleic 
acid. Kunitz * has described the properties of desoxy- 
ribonuclease. Streptodornase is well preserved if stored 
at plus or minus 4 C., and it has a specific action. In 
highly diluted solutions, the enzyme is rapidly inacti- 
vated. The optimum p, for activity ranges from 6.8 
to 8.2. Heat quickly inactivates the enzyme, and 
exposure for a few hours to room temperature or to 
a temperature of 55 C. for 15 minutes destroys more 
than 90 per cent of the substance. The enzyme system 
requires catalytic activation by the magnesium or 
manganese ion. Citrate serves as a potent inhibitor 
of the divalent cation-activated enzyme system. 


THE PREPARATION AND CLINICAL USE OF 
STREPTOKINASE AND STREPTODORNASE 
It is important for maintenance of the activity of 
streptokinase and streptodornase that ampuls contain- 
ing the desiccated mixture of these substances be stored 
at a temperature of plus or minus 4C. The material is 
prepared for use by dissolving the contents of an 
ampul in 20 cc. of sterile isotonic sodium chloride 
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solution. The material is readily soluble, and vigorous 
shaking should be avoided. When prepared, the solu- 
tion should be used immediately. Otherwise, it will 
lose its potency (especially in relation to strepto- 
dornase) on standing at room temperature. If small 
amounts of the solution are required, the remainder 
may be placed in 1 or 2 cc. amounts in sterile con- 
tainers, then fast-frozen and stored in a deep freeze 
until they are needed for therapy. In the process of 
thawing such tubes, heating to above 35 C. shculd be 
avoided. 

The size of the dose to be employed depends on the 
severity of the disease and must be regulated by condi- 
tions in the individual patient. For the severer diseases, 
the doses used in the reported cases are suggested. 
With the use of 20 cc. of isotonic sodium chloride 
solution as standard diluent, local doses ranged from 
20,000 to 200,000 or 300,000 units of each com- 
ponent. Wounds were treated either daily or on alter- 
nate days, as indicated by the patient’s condition. In 
most instances a nylon pack was inserted into the 
wound and the material saturated with the desired 
amount of the solution. The patient was then placed 
in a position that kept the solution in contact with 
the cavity for at least four hours to insure maximal 
effective action. Occasionally the infected area was 
covered with a stretched piece of surgical rubber, the 
edges of which were sealed to the skin with rubber 
cement. The solution was then injected through the 
rubber membrane into the infected area by hypo- 
dermic syringe and needle. When this procedure was 
employed, any fluid remaining under the rubber seal 
was evacuated by a needle and syringe within 24 hours 
or just before the next treatment. Changes in the 
character and quantity of the exudate and in the appear- 
ance of the wound were noted. Repeated bacterio- 
logic examinations were helpful as a guide to the 
continuation of treatment. 

When streptokinase and streptodornase were used in 
the treatment of infections or for the liquefication of 
blood clots in closed cavities, from 200,000 units of 
streptokinase and 300,000 units of streptodornase were 
injected into the cavity by means of syringe and needle. 
Careful, positive pressure was used for the injection. 
If loculations were present, a portion of the compounds 
was injected into each area. Eighteen to 24 hours after 
each treatment, the liquefied material was withdrawn 
with paracentesis. When using these substances in the 
pleural cavity, we learned to expect a rise of 1 to 5 F. 
in the temperature of the patient within about 12 hours 
after the material had been injected. This febrile phase 
was not considered a deterrent to a continuation of 
therapy. 

Treatment of empyema or hemothorax may be 
carried out by repeated injections and aspirations with 
a needle or with insertion of a catheter, preferably 
no. 20 French, into the pleural cavity. A water seal 
is provided for the catheter. The desired amount of 
streptokinase and streptodornase is injected through 


2. Kunitz, M.: Crystalline Desoxyribonuclease: Isolation and General 
Properties; Spectrophotometric Method for the Measurement of Desoxyri- 
bonuclease Activity, J. Gen. Physiol. 33: 349-362 (March) 1950; Crystaline 
Desoxyribonuclease: Digestion of Thymus Nucleic Acid (Desoxyribonucleic 
Acid); Kinetics of the Reaction, ibid. 83: 363-377 (March) 1950. 
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the catheter and the catheter clamped for a period of 
eight hours. Free movement of the patient is per- 
mitted during this time. The catheter is unclamped 
and drainage permitted until it is time for the next 
treatment on the following day. With the use of the 
catheter, the multiple aspirations incident to treatment 
by needle alone are avoided and provision of negative 
pressure to expand the underlying lung is permitted. 
The theoretical objection to catheter aspiration, that 
loculated fluid will not be reached by the compounds, 
is not valid, since the drugs remove the loculating walls. 
Repeated roentgenograms of the thorax should be taken 
as necessary for follow-up of the results of treatment. 

In many of the patients, sulfonamides or antibiotics 
were used during the period in which streptokinase and 
streptodornase were being used for topical therapy of 
the infectious process. There was no indication of 
antagonism between the various therapeutic agents that 
were employed. 

In the table are listed the types of diseases that were 
treated and the results obtained after treatment with 
streptokinase and streptodornase. 


Results of Treatment with Streptokinase and Streptodornase 
Number Results 


Oo 
Diseases Treated Patients Excellent Poor 


4 1 3 
Infected amputation stumps........... 3 3 ae 
4 3 1 
Pilonidal eysts with abscess........... 13 13 ee 
1 1 ee 
Soft tissue infections.................. 27 26 1 

85 80 5 


The poor results shown in the table require expla- 
nation. The gangrene in three instances was so far 
advanced and the blood supply so poor that strepto- 
kinase and streptodornase could not have acted, for the 
reasons given previously. In the one failure in the 
group with osteomyelitis, the infection in the bone 
could not be brought under control. The one failure 
in the group with soft tissue infections was in a person 
with severe infection in far advanced carcinoma of the 
head and neck. 

REPORT OF CASES 

Case 1.—W. H. J., a 24 year old white man, was admitted 
to the Veterans Administration Hospital at Fort Howard on 
March 15, 1950, because of an infected pilonidal cyst. Beta 
hemolytic Streptococcus was isolated from the discharging sinus. 
Incision and drainage were performed on March 18. About 
2 cc. of purulent material and a tuft of hair were removed. 
Local treatment with 90,000 units of streptokinase and 32,500 
units of streptodornase was given on March 20 and 22. A 
culture from the wound on March 22 was reported as being 
positive for Escherichia coli, Aerobacter aerogenes, diphther- 
oids and Staphylococcus albus. However, the wound was 
thought to be clean enough to permit excision and closure on 
March 24. Healing was completed by April 4, 1950. This 
patient did not receive chemotherapy or antibiotic therapy. 

Case 2.—J. H., a 38 year old white man, was admitted to 
the Veterans Administration Hospital on April 12, 1950, with 
a progressive infection of the left side of the neck, secondary 
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to an infected tooth. The infection had been present for about 
eight days. Incision and drainage, with the release of about 
30 cc. of thick, malodorous, purulent material was done on 
the day of admission to the hospital. Microaerophilic non- 
hemolytic Streptococcus was isolated from the pus in the 
wound (fig. 1). Aqueous crystalline penicillin G was admin- 
istered in doses of 100,000 units intramuscularly every four 


Fig. 1 (case 2).—Wound on April 14, 36 hours after incision and 
drainage and before start of treatment with streptokinase and strepto- 
dornase. 


every four hours, from April 13 through April 15. Five 
applications of 100,000 units of streptokinase and 47,500 units 
of streptodornase were given from April 14 through April 22. 
The infected tooth was extracted on April 21. Secondary 
closure of the wound (fig. 2.4) was done on April 24, 12 days 
after incision and drainage. Primary healing of the wound 
was promptly obtained (fig. 2 B), and the patient was discharged 
from the hospital on May 3. 

Case 3.—W. G. D., a 57 year old diabetic white man, was 
admitted to the Veterans Administration Hospital with an 
infected gangrenous left thigh. Débridement, a left lumbar 
sympathectomy and, finally, an amputation were performed. 
Penicillin systemically did not affect the course of the disease. 
The patient was given 100,000 units of aqueous crystalline 
penicillin G intramuscularly every three hours from Dec. 27, 


Fig. 2 (case 2).—A, wound on April 24, 10 days after treatment with 
streptokinase and streptodornase was started, when it was considered 
ready for secondary closure. Note the clean healthy character of the 
granulation tissue and the absence of edema. B, wound on May 3, when 
it was completely healed. 


1949 through Feb. 5, 1950, and aqueous crystalline procaine 
penicillin G, 300,000 units, intramuscularly twice a day from 
February 6 through February 20. Aqueous crystalline peni- 
cillin G, 50,000 units, was given intramuscularly every three 


4 
hours from April 12 through May 1 and sulfadiazine, 1 Gm. 
4 
'4 
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hours from February 27 through March 6. Aqueous crys- 
talline procaine penicilline G, 300,000 units, was given intra- 
muscularly twice a day from March 7 through June 2. The 
stump became infected. Proteus vulgaris and A. aerogenes 
were isolated from the wound. Although there were adequate 
means of drainage, the stump had the characteristic appear- 
ance of a long-standing infection in an area in which the blood 
supply was poor. Further surgical procedures did not seem 
to be indicated. The ultimate hope was for secondary healing 
without surgical intervention. Four treatments of 100,000 units 
of streptokinase and 47,500 units of streptodornase were given 
between April 25 and April 29. The improvement in the 
appearance of the wound was rapid, and it was possible to 
decrease the doses of streptokinase and streptodornase. Seven 
treatments of 50,000 units of streptokinase and 23,750 units 
of streptodornase were administered between May 1 and May 
23. The wound healed completely, and the patient was 
discharged on June 2, 1950. 

Case 4.—H. P., a 62 year old Negro, was admitted to the 
Veterans Administration Hospital on July 12, 1950, with an 
infected necrotic ulcer about 7.5 cm. in diameter on the dorsal 


wy 


Fig. 3 (case 4).—Wound on July 13, before start of treatment with 
streptokinase and streptodornase. 


surface of the left foot (fig. 3). The tendon of the flexor 
hallucis longus muscle and the underlying metacarpophalangeal 
joint were exposed. A secondary tract extended to the plantar 
surface of the foot to open in an infected, necrotic area about 
1 cm. in diameter. Good pulsations were present in the dor- 
salis pedis and posterior tibial arteries. P. vulgaris was cul- 
tured from the wound. Aqueous crystalline penicillin G, 
100,000 units, was given intramuscularly every three hours six 
times, starting on July 12, and then every six hours until July 
21; 50,000 units of aqueous crystalline penicillin G was 
given intramuscularly every three hours from July 21 through 
August 3. Streptokinase, 100,000 units, and 150,000 units of 
streptodornase were placed into the wound on 10 occasions 
between July 14 and July 31; 50,000 units of streptokinase and 
75,000 units of streptodornase were placed into the wound 14 
times between August 2 and August 14. Five applications of 
50,000 units of streptokinase and 23,750 units of streptodornase 
were given between August 25 and August 31. Streptokinase, 
20,000 units, and 9,500 units of streptodornase were applied 
between September 2 and September 7, when therapy with 
these drugs was stopped. The foot healed progressively (fig. 
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4A). A small area of granulation tissue on the dorsal part 
of the foot (fig. 4 B) gradually became covered with epithelium, 
and this was complete on November 11. The patient was 
retained in the hospital for treatment of other conditions and 
was discharged on November 21. 

Case 5.—E. J. J., a 40 year old white man, was seen in 
consultation in the Veterans Administration Hospital for a 
large, infected sacral decubitus ulcer on Aug. 24, 1950. A 
débridement of the area was done on August 25, and a small 
abscess in the left buttock connecting with the main wound 
was evacuated. The bacteriologic culture revealed nonpatho- 
genic bacteria. Streptokinase, 50,000 units, and streptodornase, 
23,750 units, were placed in the wound from August 26 
through September 6, at intervals of roughly two days. 
Aqueous crystalline penicillin G, 50,000 units, was administered 
intramuscularly every four hours from August 5 through 
August 10. Aqueous crystalline procaine penicillin G, 300,000 
units, was given intramuscularly once daily from August 11 
through October 4. A secondary closure, in which sliding 
grafts were used, was performed on September 8, exactly two 
weeks after the initial débridement. The cultures from the 
wound were then reported as sterile. To eliminate the fluid 
that accumulated under the flap in the wound, air vent suction 
was provided by a ureteral catheter inserted through each 
buttock to the base of the wound. In addition to providing 
a means of drainage, the catheters afforded a way to intro- 
duce streptokinase and streptodornase directly into the wound. 
Serosanguineous fluids, 60 cc., were slowly removed through 
the catheters on September 9. The continued presence of this 


Fig. 4 (case 4).—A, appearance of wound on August 10; B, appearance 
of wound on November 7, when healing was almost complete. 


fluid may have created a dead space, prevented apposition 
of the flaps to the base of the wound and invited frank suppura- 
tion. The catheter on the right side unfortunately came out 
on September 10, but the means of drainage and treatment 
was preserved by the remaining catheter. Streptokinase, 50,000 
units, and 75,000 units of streptodornase were introduced into 
the wound through the catheter daily from September 11 to 
September 15, inclusive. A bacteriologic culture on Septem- 
ber 11 revealed the presence of Staph. aureus and nonhemolytic 
streptococci in the wound. The catheter on the left was 
removed on September 16. A small amount of serosanguineous 
drainage from the left portion of the wound was noted on 
September 18. An area about 0.2 cm. in diameter, extending 
only to the subcutaneous tissues, remained open until October 
2. For practical purposes, the wound was healed on Sep- 
tember 20. 

CasE 6.—T. S. C., a 26 year old Negro patient in the 
Veterans Administration Hospital, provides an_ excellent 
example of the beneficial effect of streptokinase and strepto- 
dornase. He was treated for his disease both before and after 
use of these substances as therapeutic agents. He was first 
admitted to the orthopedic service of the hospital on May 5, 
1948, for a tuberculous spondylitis of the second and third 
lumbar vertebrae. A spinal fusion was performed, and the 
patient was discharged on Jan. 26, 1949. He was seen at 
irregular intervals and finally returned with a psoas abscess 


& 
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on the right side. Penicillin and streptomycin were admin- 
istered at various periods during the hospital stay, without 
beneficial effects. Incision and drainage, with release of about 
300 cc. of purulent material, were done on July 25, 1949. 
Tubercle bacilli were isolated from this pus after inoculation 
of it into a guinea pig. Another spinal fusion was performed 
on Aug. 4, 1949, after which the patient was returned to the 
general surgical service for secondary closure of the wound 
created for drainage of the psoas abscess. This procedure 
was done, but a small sinus tract persisted. A left psoas 
abscess, from which tubercle bacilli were eventually isolated, 
began to develop. Incision and drainage of this abscess was 
done on March 10, 1950. Streptokinase, 45,000 units, and 
15,750 units of streptodornase were put into the abscess cavity 
on March 13. Two further treatments of streptokinase, 135,000 
units, and streptodornase, 47,250 units, were given on March 
16 and 19. Cultures were sterile for other bacteria on March 
22. The appearance of the wound was excellent, and it was 
closed secondarily on March 23, about two weeks after the 
initial incision. Healing of this wound was complete by April 
9. The sinus on the right side had not been treated with 
streptokinase and streptodornase during this period and had 
not changed in its appearance or character. The treatment 
of this sinus, which had been present since July 7, 1949, was 
started on March 28. An average dose of 40,000 units of 
streptokinase and 19,000 units of streptodornase was placed 
in the sinus tract 18 times, at intervals of roughly two days, 
between March 28 and May 12, when the wound was closed 
secondarily. There was roentgenologic evidence that the sinus 
tract extended directly to the lumbar vertebrae at the site of 
the earlier spinal fusion. The persistence of the tract might 
be explained by this evidence. Healing was prompt, and the 
patient was discharged on June 2, 1950. Three months later 
the wounds were still healed. 


COMMENT 

The use of streptokinase and streptodornase in the 
treatment of certain infections and other diseases must 
be considered as an adjunct to thoughtful and compe- 
tent surgical management. One cannot consider these 
substances as substitutes for careful surgical therapy, 
and, when they are used, the surgeon frequently must 
display surgical ingenuity so that maximal effects may 
be achieved with the use of them. 

In planning for the use of streptokinase and strepto- 
dornase, One must consider the best means of obtain- 
ing the maximal catalytic and enzymatic effects of 
these two substances, so that these substances will be 
brought effectively into contact with the disease and 
the conditions will be propitious for their maximal 
effective action. The following and other questions 
will arise and must be decided on before actual therapy 
with streptokinase and streptodornase: Is euglobulin 
present in the local lesion? Is magnesium or manga- 
nese present? Is there a possibility that the patient may 
be immune to the effects of streptokinase as the result 
of antecedent hemolytic streptococcic infections? Are 
foreign bodies present which may hamper their action? 
Is there a slough present? What can one do in the 
preparation of the patient to insure maximal contact 
between the disease process and these substances dur- 
ing the period in which they exert most of their effect? 

Our experience with streptokinase and streptodor- 
nase confirms that of Tillett and others." 4 We have 
found that these substances are therapeutically active in 
serous, purulent or hemorrhagic exudates, if four to 
six hours of contact can be maintained. This is also 
true of the catalytic reaction of streptokinase in acti- 
vating fibrinolysinogen to fibrinolysin, with the resulting 
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lysis of clotted blood. The best results with these sub- 
stances are not obtained when foreign bodies and 
slough are present. Living leukocytes do not appear 
to be harmed by streptokinase or streptodornase. Scar 
tissue is not affected by these substances, and we have 
seen no evidence that they have any deleterious effects 
on healthy tissue. Trypsin, if present, will destroy 
the activity of streptokinase. We have not observed 
any allergic reactions to the substances. Fever ranging 
as high as 104 F. has been noted after the injection 
of these substances into the pleural cavity for the lysis 
of a hemothorax. Depending on the lot used, 400 to 
500 units of streptokinase are necessary to prevent 
coagulation of 1 cc. of blood. Prothrombin times have 
been determined in a small number of persons receiving 
streptokinase. A delay of 1 to 2 seconds has been 
produced in most of the instances, but the effect has not 
proved of clinical significance. Ecchymosis, hema- 
tomas or petechia have not been observed after the 
introduction of streptokinase into serous cavities or 
after topical local applications. Sulfonamides or anti- 
biotics may be given orally or parenterally at the same 
time that streptokinase and streptodornase are admin- 
istered locally. We believe that if chemotherapy or 
antibiotic therapy is indicated in any given patient 
adequate doses of the chosen agent should be admin- 
istered concomitantly with streptokinase and strepto- 
dornase. 
CONCLUSION 

Streptokinase and streptodornase offer the surgeon a 
new biologic approach to the therapy of infections and 
clotted hemothorax. Through their catalytic and enzy- 
matic properties, it is now possible to bring about 
the hydrolysis of fibrin and of desoxyribonucleo- 
protein when these compounds can be brought into 
direct contact with fibrin or pus for a sufficiently long 
period. As streptokinase and streptodornase have no 
effect on living tissue, the hydrolysis of fibrin and 
desoxyribonucleoprotein not only eliminates the cor- 
ruption which favors infection but also facilitates the 
formation of healthy granulation tissue. Thus, the 
secondary closure of infected wounds and of cold 
abscesses can be carried out at an earlier period, 
infected denuded areas can be cleaned up preparatory 
to skin grafting and accessible clots and fibrin coats 
can be liquefied promptly. The hydrolysis of fibrin in 
clotted hemothorax by the catalytic action of strepto- 
kinase provides an effective means of enzymatic 
decortication. 


Sir William Osler.—For most people of today Osler is the 
epitome of the great physician. He was professionally incom- 
parable as a diagnostician; he was refreshingly influential in 
promoting high standards of medical education and research; 
he was a cultured gentleman of broad intellectual and artistic 
interest; he was a great civic leader on an international stage; 
he was an extraordinarily gifted biographer and bibliographer, 
appreciating fully the wisdom and comfort to be derived from 
solid men and solid books; and above al! he was a richly 
human personage, who inspired thousands to strive for the 
best in the way of promoting health and happiness among 
peoples everywhere.—Chauncey D. Leake, M.D., Thumbnail 
Sketches of Eminent Physician: Sir William Osler. VI. Osler’s 
Ethical Standards, North Carolina Medical Journal, August 
1949. 
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COMPULSORY ROOMING-IN IN THE WARD 
AND PRIVATE NEWBORN SERVICE 
AT DUKE HOSPITAL 


Angus McBryde, M.D., Durham, N. C. 


Every hospital nursery is faced with the danger of an 
epidemic of infectious diarrhea of the newborn. Dur- 
ing the past 10 years, these epidemics have been numer- 
ous and the mortality has been high.' In spite of every 
precaution to prevent cross infections and to maintain 
isolation, a nursery is a source of danger, even though 
it is subdivided into smaller units.2 It was not until 
Moloney introduced his Cornelian Corner program that 
there was a solution to the dilemma.* He recommended 
that infants should be kept with their mothers immedi- 
ately after delivery to improve the psychological rela- 
tionships between the mother and infant. We adopted 
this plan of rooming-in not primarily for its psychologi- 
cal advantages but in order to avoid the possibility of 
nursery epidemics. We had not had an epidemic, but 
the only obvious way to avoid one was to abolish the 
nursery. 

A year was required to persuade the staff that room- 
ing-in was desirable. The greatest opposition came from 
the nurses and obstetricians, but even some of the pedi- 
atricians were hard to convince at first. The nurses re- 
sented any interference with the set nursing routine, and 
the obstetricians did not want the mother bothered. 

Finally, in 1947 the lurid newspaper accounts of a 
nursery epidemic of infectious diarrhea in Pennsylvania, 
with a large number of deaths, overcame the staff resist- 
ance, and rooming-in became compulsory for all white 
infants. It was not feasible on the Negro service, as 
these patients were sent home within a day of delivery. 

For the past three years, all possible white newborn 
infants, both ward and private room, almost 2,000 of 
them, have been bathed and dressed in the delivery 
room, placed in ordinary single bassinets and wheeled 
to the room or ward with the mother. The bassinet is 
kept at the mother’s bedside day and night during her 
entire hospital stay of two to 10 days, with an average 
of six to seven days, unless the infant is abnormal or the 
mother’s condition is critical or she is infected. Emo- 
tional tension in the mother or excessive infant crying 
are not considered indications for removing the infant 
from the room. Barbiturates are very occasionally used 
for apprehensive mothers who cannot sleep. 

As shown in figure 1, one ward contains eight beds; 
two wards contain two beds; one ward, three beds, and 
there are 11 private rooms, making a total of twenty-six 
beds. Each mother, regardless of her location, has the 
infant in a bassinet at the bedside. In the eight bed 
ward we attempt to keep the mothers with babies in the 
four corner beds, thereby getting a measure of isolation 
for the infant, who is placed at the side next to the wall. 
All equipment for the infant is kept on an enamel tray 
covered with a clean towel and placed on the table near 
the mother’s bed. This plan has been satisfactory and 
approximates the usual home arrangement. 

The objections that are sometimes raised are that 
special equipment is required and that having infants in 
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eight bed wards with several mothers is an added risk. 
Actual experience has shown that neither of these ob- 
jections is valid. The ordinary bassinet, although not so 
convenient as those devised by McLendon,’ is quite sat- 
isfactory. In the open wards mothers have not com- 
plained about the infants of other mothers in the same 
ward, nor have we noted any difference in the incidence 
of infection in infants who were kept with their mothers 
in an open ward and in those with their mothers in 
single rooms. 

A total of 2,067 white infants were born during the 
three year period. Eighteen hundred and sixty-two were 
successfully kept in the room with the mother, while 
205, approximately 10 per cent, could not be kept in 
the rooms with their mothers for various reasons. We 
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Fig. 1.—Floor plan of the obstetric ward at Duke Hospital. 


included among the infants rooming-in only those in- 
fants who spent less than 24 hours in the nursery initi- 
ally. If for any reason it was necessary to remove the 
infant from the mother’s room after he had been placed 
there the procedure was considered a failure. 

Table 1 shows the maternal causes for the nursery 
population. The more important of 171 maternal causes 
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were toxemia 52, maternal infection 51 and cesarean 
section 17; the miscellaneous group included a variety 
of conditions such as metastatic carcinoma, psychiatric 
conditions, procaine sensitivity and cardiac decom- 
pensation. 

Table 2 shows the infant causes for the nursery popu- 
lation. You will note that of 1,862 infants only five had 
infections which necessitated isolation. These were non- 
specific conjunctivitis 3, diarrhea 1 and omphalitis 1. 
This, by the way, is a much lower incidence of infection 
and of isolation than we could have conceived of when 
we had a nursery from which each suspicious baby had 
to be isolated. Excessive mucus was a rather common 
cause, as was difficult labor, often with breech presenta- 
tion or other abnormalities of labor. Three of the 11 
infants of Rh-negative mothers had erythroblastosis. 
There were three children with intracranial injury, eight 
with malformations and six in the miscellaneous group, 


TABLE 1.—Maternal Causes for the Nursery Population 


Condition Necessitating Separation No. Babies 
51 
Essential 4 
Postpartum hemorrhage...................... 2 


TABLE 2.—Infant Causes for the Nursery Population 


Condition Necessitating Separation No. Babies 
Rh-negative 11* 


* Three of the 11 infants of Rh-negative mothers had erythroblastosis. 


which included a lacerated scalp, a small twin, hemor- 
rhage from the cord, hematemesis and vomiting. 

During the first 24 hours, the infant must be watched 
closely as the mother has often received sedatives or is 
exhausted, and the infant’s pharyngeal mucus is greatest. 
At the end of 24 hours, the mothers are usually ambula- 
tory and may aid in the care of the infant if they so 
desire. They are not required to do so. However, very 
few mothers fail to avail themselves of the opportunity. 
The nurse is present to aid as she is needed and makes 
regular visits to each mother and child at frequent 
intervals. 

During the first 30 months of this program, the in- 
fants were cared for by the newborn-nursery personnel, 
and the mother by nurses from the obstetric service. 
However, our object in rooming-in was to reduce the 
contacts of all the infants with one nurse or one set of 
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nurses who might be carriers and who could thus infect 
all of the infants. Explosive nursery epidemics of infec- 
tious diarrhea, impetigo and other diseases can often be 
traced to an attendant. A combined obstetric-pediatric 
nursing service, as suggested by the New Haven group,* 
has therefore been started with one nurse caring for 
from four to six infants and mothers for each eight hour 
period. If she is a carrier, the contacts are thus reduced 
to six or less infants and mothers. Either system of nurs- 
ing definitely decreased the nursing cost per patient since 
the mother is ambulatory after 24 hours and aids in the 
care of the infant. The transition to a combined nursing 
service, with the head nurse on the obstetric floor in 
charge of the entire service, was accomplished with some 
turmoil but with surprising ease; at the end of the first 
month the service was running smoothly, and after eight 
months none of the nurses would voluntarily return to 
separate services. In the change we did not lose a pedi- 
atric or obstetric nurse or lay assistant. 


ADVANTAGES TO THE INFANT 

A self-regulating schedule is advised for breast feed- 
ing, and every effort is made to facilitate this procedure. 
The mother can observe her infant’s hunger rhythm and 
can nurse him whenever he is hungry. Thus, he gets as 
good care as a puppy and a kitten, who thrive nutrition- 
ally’ and psychologically better than many human off- 
spring. The percentage of infants who are breast fed 
has been markedly increased by rooming-in (58.5 per 
cent of the infants discharged are now breast fed as 
compared with 35 per cent before the program began). 

In addition to the reduced incidence of infections and 
the increase in breast feeding, the infant is better satis- 
fied and cries less when he is near his mother. Not all 
crying represents hunger.* It may represent discomfort 
or insecurity. Let us consider the newborn infant’s 
plight. He comes into the world as a person who has 
been fed constantly by way of the placenta and has been 
kept warm with a blanket of soothing fluid about him. 
He arrives and immediately is surrounded by cold dry 
air. His last link with parasitic security is severed. He 
must now begin to breathe, eat and perform other func- 
tions for himself. In using the former nursery technic, 
we have tried to make him self sufficient by immediately 
severing his maternal tie. 

How has rooming-in aided him in adjusting to his new 
environment? First, by close physical contact with the 
mother whose warmth and firm clasp he needs. He 
should have the opportunity to suckle frequently and on 
demand. Obviously these things are needed when he 
wakes and demonstrates his desire for them. Only by 
having him constantly near the mother, where she can 
hear and satisfy his demands, can he be without discom- 
fort or distress. We encourage the mother to feel that 
crying represents the infant’s need for her, in terms of 
either warmth or food, and so the infant may be taken 
into her bed at any time. This apparently acts as a sed- 
ative for mother and child. He is left there until he is 
quiet and can easily be replaced in his crib. Aldrich has 
stated that strict adherence to rigid forms of child train- 
ing and lack of affectionate treatment are factors re- 
sulting in aggressive, maladjusted children.’ We believe, 
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with Moloney,* that the early closeness of the parent- 
child relationship, as it is initiated in rooming-in, may 
be the first step in forming the proper close family 
relationship. 


ADVANTAGES TO THE MOTHER 


The advantages of rooming-in start with the satis- 
faction and delight of the mother in meeting her baby 
early instead of waiting the 24 to 48 hours often pre- 
scribed by obstetricians under the guise of rest. The 
rooming-in plan affords mothers an early opportunity 
to become acquainted with their babies and to handle 
them affectionately thus stimulating lactation. 

There was almost universal approval of rooming-in 
by the mothers on our program, both primiparas and 
and multiparas, especially if its advantages had been 
enthusiastically explained in advance. There was only 
an occasional maternal complaint of apprehension and 
sleeplessness during the first 24 hours when the infant 
did not rest well or had excessive mucus. Some mothers 
feel fatigued and emotionally spent and are concerned 


Fig. 2.—New York Hospital obstetric ward in 1898. 


because of the infant’s presence in the room, thus appar: 
ently increasing their responsibility. We are attempting 
to solve this difficulty by closer nursing supervision 
rather than by moving the infant to the nursery, which 
would defeat the purpose of isolation. Formerly, 
mothers (as well as fathers) on returning home were 
afraid to handle their baby and were bewildered and 
anxious about his perfectly normal reactions, such as 
sneezing and crying when he wanted anything from 
attention and food to a dry diaper. That the mother 
has more confidence in her ability to care for the infant 
is evidenced by a decrease of about 90 per cent in the 
telephone calls from new mothers during their first week 
at home. 

Visitors are limited to the father and grandparents, 
who are allowed to visit whenever they wish and may aid 
in the care of the infant so long as they wash their hands 
and are free of respiratory, skin and intestinal infections. 
The plan is very popular with the grandparents. The 
father is encouraged to help with the baby as much as 
possible so that he may become acquainted very early 
with the infant and his problems. Rooming-in has 
caused marked changes in the attitude of many fathers 
toward their babies; they begin to share the responsi- 
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bilty at once and therefore do not feel that care of the 
infant is completely in the mothers’ province during the 
early months. 


ORIGIN OF NEWBORN NURSERIES 

Those of us who have been interested in this rooming- 
in program believed that something new had been intro- 
duced into obstetrics and pediatrics. However, as 
pointed out recently by Strong in his excellent review of 
the history of rooming-in,* practically all European hos- 
pitals, as well as those in Japan and China, have always 
had the rooming-in plan. At the Rotunda in Dublin, 
and other famous European maternity hospitals, nurs- 
eries were unheard of. La Fetra states that neither the 
New York Hospital nor the Nursery and Child’s Hos- 
pital had a nursery in 1896.° The New York Hospital 
in 1898, as shown in figure 2, still had rooming-in.’° 
The Johns Hopkins Hospital was built without a nursery 
and did not have one until after 1890."! (An attempt is 
now being made by Clifford to trace the origin of Amer- 
ican nurseries and to discover the reasons for their 
introduction.) It was not until the turn of the century 
that hospital nurseries, with all their evils, became prev- 
alent throughout this country. They were invented in 
the 1890’s by nurses or obstetricians, or even possibly 
by pediatricians, although there were very few of them 
at that time. One reason suggested for the introduction 
of nurseries was the high incidence of maternal sepsis 
and the frequency of infections in the newborn that 
could be traced to this source.'? Now that obstetrics is 
less septic, rooming-in is safer than a nursery. It also is 
possible that prior to 1900 most of the mothers hos- 
pitalized for obstetric care were too ill to care for their 
infants, and a nursery was necessary. Today the great 
majority of obstetric patients are in good health. 


CONCLUSIONS 

Rooming-in is advantageous for infants, mothers, 
grandparents, pediatricians and hospital administrators. 
As they become more accustomed to the program, ob- 
stetricians and nurses also grow to like it. Making 
rooming-in compulsory and explaining its advantages in 
advance to the mother have averted many of the mis- 
understandings of the optional plan. 

The nursing cost of the rooming-in program is less 
than that of a newborn nursery. No special equipment 
or modifications of rooms or wards is needed. The 
ordinary baby’s bassinet with a storage cabinet beneath 
is all that is necessary. 

There is nothing new in the world, and we are re- 
turning to a safer and saner method of caring for infants. 
Now that such a large percentage of infants are born 
in hospitals, it behooves all of us to make that process 
as safe and sane as possible. It is hoped that hospitals 
in the future will be built without nurseries for normal 
newborn infants who are born of healthy mothers. 


8. Strong, R. A.: Rooming-In the Newborn with Its Lying-In Mother, 
Diplomate 21: 301-309 (Dec.) 1949. 

9. La Fetra, L.: Personal communication to the author. 

10. Douglas, R. G.: Personal communication to the author. 

11. Billings, J. S.: Hospital Construction and Organization,*in Hospital 
Plans, The Johns Hopkins Hospital, Baltimore, New York, William Wood 
& Company, 1875; Billings, J. S.: Description of The Johns Hopkins 
Hospital, Baltimore, I. Friedenwald, 1890. 

12. Clifford, S.: Personal communication to the author. 
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ABSTRACT OF DISCUSSION 


Dr. CRAWFORD Bost, San Francisco: Shall we abandon the 
nursery as we know it today? On the basis of the experiences 
that Dr. McBryde has recited, we might do that. I think we 
are hardly ready in this part of the country at the present time 
for such a step. However, I predict that Dr. McBryde’s study 
may become a very sage observation in a short time. All of 
the reports on rooming-in, all of the experiences reported in 
the literature, are for the most part enthusiastic in support of 
such reasoning. It is on a basis of doing what comes naturally 
that rooming-in arrangements will receive more and more 
attention. Our experience has varied somewhat from those 
reported by Dr. McBryde. It was the obstetricians who wanted 
to establish more natural mother-child relationships and who 
were responsible for starting the rooming-in units. As a result 
of that, our mothers and families have become quite well 
indoctrinated to this method of care. We use a modern and 
specially equipped and staffed unit. Our costs are somewhat 
greater than ordinary maternity costs in this area; nonetheless, 
the satisfactions with the method, I believe, are equal to those 
that Dr. McBryde relates. The idea of rooming-in is not new. 
In past years, rooming-in started on the fifth or sixth day, 
when the mother arrived home with the new baby. Current 
practice simply acquaints the mother with her baby from the 
start. It is just moving the date up a few days. The real pur- 
pose of rooming-in is to acquaint the mother with the fact that 
she has the knowledge necessary for understanding and caring 
for her baby. A reciprocal feeling on the part of the baby is 
very likely to result from such an understanding. In our experi- 
ence, the real difficulty thus far has been to teach our nurses 
and our staff to teach the mothers how to become acquainted 
with their babies. 


Dr. ANGus McBrype, Durham, N. C.: I was interested in 
seeing the unit at Franklin Hospital, which Dr. Bost men- 
tioned. That hospital has an ideal setup for five mothers in the 
one unit. We have not attempted on our service to change our 
physical setup or our equipment, simply because we wished to 
see whether it was practical for the average hospital that 
wished to go on a compulsory rooming-in basis to institute this 
program without an increase in cost. I think we have demon- 
strated that it is practical and that it can be done successfully 
with reduction in the incidence of infection. In the process, we 
have convinced ourselves that those who have approached the 
problem from the point of view of the psychological relation- 
ships of the mother and the infant are also on the right track. 
Many people have asked me: “How does one initiate a com- 
pulsory rooming-in system?” It is much more difficult to 
initiate in a general hospital, where there are many physicians 
on the service, both pediatricians and obstetricians, than in a 
teaching hospital, where there is one head of each division, and 
the two heads can institute such a program without deferring to 
anyone else. That is not true of most hospitals. Therefore, we 
need a great deal of combined pediatric-obstetric-nursing edu- 
cation before this program can come into being in many places. 
However, I should like to make a plea for the importance, in 
building new hospitals, of having two and four bed nurseries 
rather than larger ones in order to reduce infant contacts when 
rooming-in is not practical. 
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HERPANGINA 


ETIOLOGICAL STUDIES OF A 
SPECIFIC INFECTIOUS DISEASE 


R. J. Huebner, M.D. 
Roger M. Cole, M.D. 
Edward A. Beeman, M.D. 
Joseph A. Bell, M.D. 


and 


James H. Peers, M.D., Bethesda, Md. 


During the summer of 1950 similar mild illnesses 
occurred in rapid succession among six children in 
Parkwood, a suburban Maryland community within 
the metropolitan area of Washington, D. C. The ill- 
nesses were marked by an uncomplicated brief course 
and a sore throat characterized by vesicular and aph- 
thous lesions in the faucial areas. They closely resem- 
bled a clinical entity of unknown cause described by 
Zahorsky in 1920,' for which he suggested the term 
“herpangina” in a later review.” Two subsequent 
reports have described outbreaks of similar illnesses.* 
The authors of the last-named reports suggested the 
virus of herpes catarrhalis as the probable causal agent, 
although attempts to isolate the virus were unsuccessful. 
The purposes of this communication are (1) to call 
attention to herpangina as a specific disease, which 
appears to be of common occurrence, and (2) to report 
the isolation in suckling mice of viruses from each of 
the children involved in the Parkwood outbreak and 
from 26 of 31 patients with similar diseases encountered 
in other areas of metropolitan Washington. Evidence 
will be presented which suggests that the newly isolated 
viruses are the cause of herpangina. 


DESCRIPTION OF THE PARKWOOD OUTBREAK 


The outbreak of herpangina occurred in Parkwood, 
a suburban Maryland community of approximately 100 
households in the northwest area of metropolitan Wash- 
ington. This comparatively new community has been 
under epidemiological surveillance since August 1949, 
when group A, type 2 Coxsackie virus was found in 
each of eight cases of a summer grippe type of illness 
which occurred in a localized outbreak.t A_ public 
health nurse obtained histories of illness and collected 
stool specimens for virus study at various intervals 
from the 300 or more persons in the community. In 
addition, parents promptly notified the investigators on 
occurrence of febrile illness in their households. None 
of the sporadic illnesses observed from October 1949 to 
July 1950 were found to be associated with the presence 
of Coxsackie virus in the stools. The stool specimens 
collected from 283 persons in June 1950 showed no 
evidence of Coxsackie virus infections.® 

Roentgenograms were taken with a mobile unit by Dr. Carl F. Mattern. 


Clinical laboratory tests were performed by Edwin C. Thompson, 
National Institutes of Health. 

Dr. Byron J. Olson and Sara Elizabeth Ransom, bacteriologist, per- 
formed the bacteriologic studies. 

From the Microbiological Institute, National Institutes of Health, 
Public Health Service, Federal Security Agency. 

From the Experimental Biology and Medicine Institute, National 
Institutes of Health, Public Health Service, Federal Security Agency 
(Dr. Peers). 

Miss Ruth Emily Anderson and Mrs. Erma Parr Powell, Public Health 
nurses, collected fecal specimens and obtained personal and illness 

ing the community surveys. 
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The first instance of herpangina began on July 16, 
1950, in K. C., the 5 year old daughter’of a physician. 
After an abrupt onset of fever she complained of 
headache and abdominal pain. Her rectal temperature 
rose to 102.8 F., and she vomited on one occasion. 
On July 17, 1950, she seemed improved and her tem- 
perature did not exceed 100 F. At this time she com- 
plained of a sore throat, and her father then noted a 
number of small ulcers on the anterior pillars of the 
fauces. Since the lesions and all other evidence of 
illness disappeared on July 18 without antibiotic 
therapy, little more attention was given to the matter. 
However, during the successive 15 days, five similar 
illnesses appeared among children living in three nearly 
adjacent households. In each instance, the illness was 
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did hurt “a little.” A dry scaly discharge was noted in each 
nostril. There was no apparent muscle weakness, nor were 
there other signs of nervous system involvement. The next 
morning, examination of the throat revealed dark red petechiae 
on both anterior pillars of the fauces. Two lesions were seen 
on the right and one on the left. During the afternoon the 
red spots became papules about 2 to 4 mm. in diameter, sur- 
mounted by small vesicles. The patient, however, appeared 
improved, and his temperature remained at 100 F. most of 
the day. On August 2 the vesicles were replaced by small 
punched-out ulcers surrounded by reddened areas. The tem- 
perature now was normal, and the patient had resumed his 
usual activities. The throat lesions persisted for two addi- 
tional days. Clinical laboratory studies disclosed little of 
note; the urinalysis, white blood cell count and differential 
counts performed on August 1 and 3 gave normal values. 
A roentgenogram of the chest was taken on August 4 and 
showed no abnormalities. 


TABLE 1.—Clinical Observations in Six Cases of Herpangina 


Dura- Highest 
tion of Recorded Number 
Fever, Rectal Sore of 
Patient Sex Age Onset Hrs. Temp., F.Throat Lesions 
K. C. F 5 7/16/50 48 102.8 + Several 
E. T. M 5 7/25/50 48 102 + 8-10 
V.L. M 4 7/27/50 72 103 + 2 
N. L. F 11 7/30/50 48 102 + 5-6 
E. R. H. M 4 7/31/50 48 103.2 + 3 
R. H. F 1 8/ 2/50 24 100 ? te 


Counts 
Abdom 
Head- “Vomit- Diar-- P. M. 
ache Pain ing rhea Date WBC L.,% Comments 
+ + O Sister aged 8 had in- 
apparent infection. 
+ + 0 Played with K. several 
days prior to onset. 
+ 0 0 0 8/1/50 3850 20 Played with E. T. several 
8/3/50 7000 23 days prior to illness. 
0 0 0 0 8/1/50 7800 5d Sister of V. L. 
8/3/50 8200 54 
+ + 0 0 8/1/50 7900 50 Played with K. C., E. T. 
8/3/50 7900 31 and V. L. 
? ? 0 Saag ee oe Sister of E. R. H. 


* One lesion was on the tip of the tongue. The patient salivated profusely and refused to take the milk bottle for one day. 


TABLE 2.—Results of Virus and Serum Antibody Studies in Six Cases of Herpangina 


Virus Isolation Tests * 


Acute-Stage Convalescent Stool 
Stool Specimen Stool Speci.cers Specimens } 
Prior to Ilin cr A 
I. D.s0/ I. D.s0/ 
Patient Onset Date Result Date Gin.t Date Gm.t 
K. C, 7/16/50 6/ 6/50 0 7/17/50 105-8 7/31/50 104-8 
E. T. 7/25/50 6/ 6/50 0 7/26/50 108 8/15/50 104.9 
V.L. 7/27/30 6/10/50 0 7/31/50 106 8/17/50 <10! 
N. L. 7/30/50 6/10/50 0 8/ 1/50 103-7 8/18/50 <10' 
E.R. H. 7/31/50 6/12/50 0 8/ 1 50 108 8/ 6/50 105-7 
R. H. 8/ 2/50 6/ 9/50 0 8/ 1/50 108 8/ 5/50 108.6 


Serum Neutralization Tests § 


Throat Swab} Whole Blood 


Neutral. Neutral. ? 
Date Result Date Result Date Index Date Index 
11/ 9/49 <10 9/ 1/50 > 1,000,000 
on mi os 12/ 8/49 <10 9/ 1/50 300,000 
8/2/50 + 7, 31/50 0 7/31/50 <10 8/15/50 100,000 
8/2/50 ca 7/31/50 0 7/31/50 <10 8/22/50 300,000 


*Injection into 3 to 4 day old mice 
tNumber of 50 per cent infectious " doses 


(Reed-Muench method) per gram of sto 


ol. 
All strains isolated were immunologically identical and tentatively designated as H3 strain. 


H3 (K. C.) virus. 


characterized by sudden fever of short duration and a 
sore throat. During the course of illness in each child 
small punched-out ulcers developed, with grayish bases 
and surrounding red areolas on the anterior pillars of 
the fauces. Several patients also had similar lesions on 
the soft and hard palate and one had them on the 
tongue. The lesions were neither very painful nor 
attended with edema. 

The entire course of illness was observed in another 
case. 

REPORT OF A CASE 

On July 31, 1950, several days after having had contact 
with K. C., E. R. H., a 4 year old boy, appeared ill and 
complained of headache and pain in his abdomen and right 
arm. His temperature rose to 103.2 F. at the onset. Physical 
examination revealed little except a diffusely reddened throat. 
Although both tonsils were large, they did not appear to be 
swollen. The patient did not spontaneously complain of a 
sore throat, but in response to questioning he stated that it 


The summary of clinical findings in the six cases 
(table 1) shows that all the illnesses were mild and of 
short duration. Sore throat, headache and abdominal 
pain were prominent symptoms. The throat lesions 
were similar in all cases and represented the most char- 
acteristic sign of the disease (fig.). One to 10 lesions 
were Observed during the course of the six illnesses. 
The faucial ulcers in one patient (N. L.) became large, 
exceeding 5 mm. in diameter, and persisted for more 
than a week. Despite these formidable lesions, the 
patient admitted only a slight soreness in her throat. 
In all cases the temperature dropped to normal within 
72 hours. Leukocyte and differential counts in three 
cases were within normal limits for the age group 
involved (4 to 11 years), although one patient (V. L.) 
appears to have had relative lymphocytosis. Chest 
roentgenograms of four patients during convalescence 
showed no abnormalities. 
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Epidemiological histories revealed that except for the 
patient in the initial case (K.C.), each of the other 
patients had had close contact with at least one other 
patient during or shortly after the latter’s illness 
(table 1). 

ETIOLOGICAL STUDIES OF THE PARKWOOD OUTBREAK 

Swabs taken from throat lesions in four cases were 
cultured on rabbit blood agar plates, on Loeffler’s 
medium and in meat infusion broth. No evidence of 
beta hemolytic streptococci, Vincent’s organisms, pneu- 
mococci, Hemophilus influenzae or Corynebacterium 
diphtheriae was found. Attempts to isolate virus in 
3 to 4 day old suckling mice were successful for the six 
patients tested. Table 2 summarizes the results of virus 
isolations. Stool specimens collected from each patient, 
as well as from 277 other persons during the routine 
community survey in June 1950, were negative for 


Pharyngeal lesions in a patient with herpangina. 


virus. Stool specimens taken during the early stages 
of each illness were positive for virus, as were speci- 
mens taken from the same patients four to 21 days 
later. Titrations of stool specimens in suckling mice 
revealed the presence of large amounts of virus exceed- 
ing 1,000,000 50 per cent infectious doses (1.D.,,) per 
gram of stool in some of the specimens. Specimens 
taken in the acute stage of the illness usually contained 
more virus than those taken in the convalescent period. 
Specimens collected in October 1950 during a commu- 
nity survey showed only one of the patients still to be 
harboring virus. Virus was also demonstrated in throat 
swabs of three patients taken within three days after 
onset of illness but not from a throat swab of a fourth 
patient (V. L.) taken five days after onset. 

Whole blood taken from two patients on the first 
and second days of illness was negative for virus. The 


6. All serum specimens were inactivated at 56 C. before they were 
tested. 
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virus isolated from 10 stool and three throat specimens 
from the six patients produced similar gross and histo- 
pathological lesions in 3 to 4 day old mice and were 
immunologically identical in cross neutralization and 
complement fixation tests. The newly isolated strain, 
the prototype of which was isolated for the first time 
from K. C., will henceforth be referred to as H3. This 
virus was successfully propagated in suckling mice, but 
all attempts failed to propagate it in adult mice, guinea 
pigs and rabbits inoculated by various routes with 
original stool and throat culture specimens as well as 
with virus suspensions established by passage in suck- 
ling mice. 

High neutralizing antibody levels against H3 virus 
were demonstrated in the convalescent serums of each 
of four patients tested (table 2).° Serum specimens 
taken prior to illness in two cases and during the first 
24 hours following onset in two cases were negative in 
all instances. Since similar increases in neutralizing 
antibodies were not observed when these serums were 
tested against other strains of virus, the observed rises 
in neutralizing antibodies are regarded as specific. 


OCCURRENCE OF H3 VIRUS DURING A 
COMMUNITY SURVEY 


During a routine community survey in August 1950, 
stools were obtained from 283 persons in Parkwood. 
H3 virus was isolated from 12 persons (eight children 
and four adults), in addition to the six children with 
herpangina. Three of the 12 persons lived in a house- 
hold with a patient and the nine other infected persons 
were in close neighborhood contact with patients. It 
was discovered that one of the 12 persons, a 3 year old 
girl, had a fever and sore throat on July 23, 1950. His- 
tories of illness suggestive of herpangina could not be 
elicited from the other 11 persons. No virus other 
than H3 has been found during any of the 1950 surveys 
in Parkwood. 


ETIOLOGICAL STUDIES OF ADDITIONAL SCATTERED CASES 
OF HERPANGINA 

Discussions of the above observations with practicing 
physicians disclosed that similar illnesses were preva- 
lent among children in the metropolitan area of Wash- 
ington during the summer of 1950. The typical 
clinical picture of herpangina was found sufficiently 
unique to be recognized with ease, particularly when 
multiple instances occurred in households. Through the 
active cooperation of a number of pediatricians (Drs. 
Frederick G. Burke, Sidney Ross and William F. Bur- 
dick) and members of the staff of Children’s Hospital 
(Dr. Montgomery Blair, superintendent, and Dr. Rob- 
ert Parrott) and Gallinger Hospital (Drs. Lewis K. 
Sweet and Leroy Hake), specimens from 31 additional 
cases of herpangina were studied. 

A clinical description of these cases will be reported 
elsewhere at a later date. However, in each of the 31 
cases (as well as the six in Parkwood) the following 
signs, which were set up as criteria for classification of 
an illness as herpangina, were manifested: fever with 
a mild uncomplicated course and typical vesicular 
or ulcerated lesions in the faucial area or on the 
soft palate. Although ulcerations were occasionally 
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observed on the buccal and gingival mucosa of persons 
with typical faucial lesions, the occurrence of such 
lesions in the absence of faucial lesions was not 
regarded as sufficient evidence for classification of an 
illness as herpangina, since similar lesions are observed 
in herpetic, aphthous and ulceromembranous (Vin- 
cent’s) stomatitis,’ all apparently quite different entities. 
Fecal specimens were collected during the acute stage 
in 30 of the 31 cases, anal swabs in 21 cases and 
throat swabs in 29 cases. Whole blood was available 
in eight cases. Table 3 shows the results obtained by 
inoculation of suckling mice with these specimens. 
Although it is evident that stool specimens represent 
the richest sources of virus, the rates of recoveries from 
throat and anal swabs are high. In every instance in 
which throat swabs or anal swabs were positive for virus 
and a stool specimen was available, the latter was also 
positive. Attempts to isolate the virus from whole 
blood have been unsuccessful. Thus from one or more 
specimens from 26 of the 31 cases in the Washington 
area viruses were isolated, each of which produced sim- 
ilar paralysis and death in suckling mice on original 
and subsequent passages. All of them produced gross 
and microscopic lesions in skeletal muscles that could 
not be distinguished from lesions produced by known 


TABLE 3.—Results of Attempts to Isolate Virus in Suckling 
Mice (Washington Area Survey) 


Number 


of Persons Number Per Cent 
Type of Acute ‘Tested (of Positive Positive 
Stage Specimen 31 Patients) for Virus for Virus 
Stools 80 25 83:3 
Anal swabs.... 21 12 57.1 
Throat swabs.. 29 17 58.6 
Whole blood... 0 0.0 


strains of group A * Coxsackie virus ® and by the H3 
virus described above. 

Detailed histopathological descriptions of infected 
mouse tissue will be given elsewhere,** and only a brief 
outline is included here. The histopathological lesions 
were confined to the skeletal musculature. They con- 
sisted of swelling, lumpy hyaline oxyphilic coagulation 
of muscle fibers, followed by disintegration and phago- 
cytosis by macrophages. The sarcolemmal sheaths 
were collapsed. The interstitial fibroblasts were swollen, 
were increased in number and often showed mitotic 
figures. The changes extended into the tendinous origin 
and insertion of the muscles. Severely damaged muscle 
showed considerable loss of bulk and great increase in 
apparent cellularity. Spinal, pelvic, thigh and upper 
leg muscles showed the most pronounced lesions. Mas- 
seter, intercostal and diaphragm muscles were less 
extensively involved. The tongue rarely showed even 
minimal lesions. No lesions were observed in the 
central nervous system or viscera of any animal. 

Although studies of the immunologic relationship of 
these viruses are not yet complete, four distinct strains 
have thus far been characterized by cross immunity and 
complement fixation tests; these will be referred to as 
H1, H2, H3 and H4. H1 and H2 viruses correspond 
to strains NIH 248 and NIH 233 respectively, recov- 
ered during community surveys in September 1949.4 
NIH 248 was recovered from a 9 year old white boy 
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during an observed illness, which in retrospect is now — 
recognized as herpangina. This strain was isolated 
from at least eight patients with herpangina in 1950. 
Strain H2 (NIH 233) was acquired in 1949 from a 9 
month old white girl who was not ill. At least five 
isolations of this strain have been made from patients 
with herpangina. Strain H3 was isolated from six 
patients and 12 persons in contact with patients during 
the Parkwood outbreak of herpangina in 1950 and 
thus far has been demonstrated in at least five additional 
cases in the Washington area. Strain H4 was recovered 
initially from V.C., a 4 year old Negro girl, ill with 
typical herpangina. This strain has been recovered from 
three patients with herpangina. Cross neutralization 
and complement fixation tests have shown the H strains 
to be distinct from each other, from types 1, 2 and 
3 of the A group described by Dalldorf **? and from 
the High Point strain described by Melnick.*¢ Their 
relationships to strains reported from other laboratories 
remain to be explored,’ particularly the strain recov- 
ered from mouth vesicles by Howitt. Attempts to 
recover herpes virus from swabs of pharyngeal ulcers 
failed in eight attempts from eight separate patients. 
Untreated swabs moistened with infusion broth or dis- 
tilled water were rubbed into scarifications on the cor- 
neas of rabbits. Similarly 10 per cent mouse tissue 
suspensions of H3 virus on two attempts failed to 
produce observable illness after applications to rabbit 
corneas and injection into the footpads of adult guinea 
pigs. 


EPIDEMIOLOGICAL OBSERVATIONS ON 31 CASES IN THE 
WASHINGTON AREA 


Epidemiological observations during these studies 
tended to confirm Zahorsky’s original observations. 
The typical illnesses occurred most frequently in very 
young children and less frequently in older children 
and adults; only one illness was observed in an adult 
during these studies. Of the children, 28 were 5 years 
old or less and two were 8 years old. Multiple cases 
occurred in five households, involving two children in 
each household. Thirteen patients were male and 18 
were female; 16 were white and 15 were Negro. Viruses 
were also recovered from 23 household and neighbor- 
hood contacts; in all instances they were identical with 
viruses recovered from the ill persons to whom they 
were exposed. The occurrence of secondary cases in 
households and neighborhood contacts suggested a 
person to person transmission and an average incuba- 
tion period of three to five days, with a possible range 
of two to nine days. This observation is in accordance 
with previous studies."' Our experiences in Parkwood 
during a period exceeding one year tend to confirm 
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J. Dis. Child. 56: 126 (July) 1938. 

8. The A group as classified by Dalldorf includes those viruses that 
produce lesions of skeletal muscle only without evidence of histopatho- 
logical involvement of the central nervous system or viscera. 

9. (a) Dalldorf and (5b) Melnick, Shaw and Curnen.** 
(c) Peers, J. H.: Unpublished data. 

10. (¢) Dalldorf, and Sickles.**.% (6) Melnick, Shaw and Curnen.*¢ 
(c) Howitt, B. F.: Recovery of the Coxsackie Group of Virus from 
Human Sources, Proc. Soc. Exper. Biol. & Med. 71: 443, 1950. 

11. Zahorsky.2 Levine, Hoerr and Allanson.**  Breese.*® 
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Zahorsky’s observation that herpangina is chiefly a sum- 
mer disease; however, our total experience at this time 
is insufficient to confirm this observation fully. 


VALIDITY OF VIRUS ISOLATIONS 

Since September 1949 we have tested more than 
2,500 specimens for the presence of Coxsackie viruses. 
To guard against undetected errors in such large scale 
operations and the possible occurrence of accidental 
or spontaneous infections of mice, as reported from 
another laboratory,'”° a simple standardized and repro- 
ducible technic designed for demonstrating the group A 
viruses was employed and rigid criteria were specified 
for classification of results. This technic, which has 
been evaluated in terms of other technics '* in general 
use, will be described in detail in a subsequent com- 
munication dealing with our total experience. Eight 
suckling mice of a single litter were inoculated in each 
test of a specimen. 


TABLE 4.—Occurrence of H Viruses in Various Groups; 
Total Survey Results from June 1 to Sept. 29, 1950 
in the Metropolitan Area of Washington, D. C. 


Number 
Number Positive 
Persons forH Per Cent 


Survey Groups Tested Viruses Positive 


Parkwood * survey, 6/6-6/30................. 283 0 0 
Parkwood survey, 7/17 252 0 0 
Woodmont * survey, 6/1-6/30................ 0 0 
Woodmont survey, 8/1-9/29............0cceee 80 3 3.8 
survey, Washing- 
Diarrhea in (Washington, D. C. 
Miscellaneous illnesses and diagnosis not 
known (Washington, D. C. area, 6/1-9/29) 97 5 5.2 
D. C. Area and 
Parkwood: 7/17-9/29) 


* Community surveys excluding herpangina patients and persons in 
eontact with them. 


Rigid criteria were followed in the classification of 
each critical'* specimen as positive or negative for 
virus. 

Specimens were classified as positive only if the following 
specifications were fulfilled: (1) Typical paralysis presenting 
the characteristic, histopathological lesions of group A Cox- 
sackie viruses occurred in one or more mice inoculated with 
the original test suspension; (2) virus was established in sub- 
sequent mouse passage, and (3) the same virus was recovered 
by injections into suckling mice of separate suspensions pre- 
pared from the original fecal specimen or by reinjections of 
the suspensions prepared from throat and anal swabs. 

A specimen was classified as negative when in each inocu- 
lated litter five or more mice surviving after 48 hours showed 
no evidence of paralysis during the period of observation or 
when the specimen failed in repeated studies to meet the 
specifications for a positive classification. When less than 
five mice survived or the results otherwise appeared equivocal, 


12. Beeman, E. A.; Cole, R. M., and Huebner, R. J.: Unpublished data. 

13. A critical specimen is that specimen, usually feces, taken nearest 
to the acute stage of illness, provided that illness is the reason for taking 
it. If feces are not obtained, the critical specimen may be throat swabs 
or cultures, nasopharyngeal washings or anal swabs. Biood specimens 
and spinal fluids are not considered critical specimens at any time. 

14. All were hospitalized patients with spinal fluid changes and included 
both paralytic and nonparalytic patients. 

15. Zahorsky, J., and Zahorsky, T. S.: Synopsis of Pediatrics, St. 
Louis, C. V. Mosby Company, 1934. 
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specimens were retested in a fresh litter of mice. The critical 
specimens on all patients were classified immunologically by 
means of neutralization and complement-fixation tests. 


_ Although evidences of spontaneous infections of 
mice had not previously been detected in this labora- 
tory, information on this point was specifically sought 
during these studies. One hundred and sixty-three lit- 
ters of suckling mice (1,304) were employed as controls 
and observed in the same way as test litters. In no 
instance was virus demonstrated or paralysis noted. 
Most of the control mice were inoculated with either 
saline solution or known negative stool suspensions. 
From these results it would appear that accidental or 
spontaneous infections of mice were either nonexistent 
or exceedingly rare during these studies. 


SIGNIFICANCE OF THE VIRUS ISOLATIONS 


An opportunity to test objectively the significance 
of H virus isolations from cases of herpangina was 
provided by independent community and illness studies. 
Table 4 summarizes the results obtained in this labora- 
tory during surveys conducted between June 1 and 
Oct. 1, 1950. The results of these rather extensive 
surveys suggest that H viruses or similar viruses were 
not sufficiently prevalent in the Washington, D. C. area 
to account for the predominance of H virus in herp- 
angina patients on the basis of chance association. 
When compared with results in persons not known to 
have had herpangina, the association of H virus with 
herpangina appears to be significant. Furthermore, the 
association of virus with herpangina remains significant, 
whether compared with results of community studies 
only, illness studies only or with the total figures. 

The frequency with which H virus was demonstrated 
in persons known to be family or neighborhood contacts 
of herpangina patients is particularly interesting. It 
suggests that inapparent or subclinical cases may repre- 
sent a major portion of the entire spectrum of infection 
with H viruses, perhaps thus accounting for the 
occasional unexplained presence of virus in persons not 
known to have had the disease nor known to have 
been exposed to it. 

Although the results of the various community and 
illness surveys will be discussed in more detail in a 
subsequent report,° it is pertinent to point out the inter- 
esting fact that Coxsackie viruses of the A group were 
not demonstrated in a single one of the 131 cases diag- 
nosed as poliomyelitis.’ 


COMMENT 


Since a clinical description of herpangina based on 
our Observations of 37 cases merely paraphrases a 
Classic description by Zahorsky,'® the latter is given 
here: 


The disease begins suddenly as an acute febrile movement. 
The temperature often rises to 104 F. A convulsion may 
occur. Vomiting is often present. Anorexia and prostration 
are sometimes marked. The throat and posterior part of the 
mouth show minute vesicles, or, if these have ruptured, small 
punched-out ulcers. They occur on the anterior pillar of 
the fauces, the tonsils, the pharynx, and the edge of the 
soft palate. The number of the lesions varies from two to 
twenty. Dysphagia is often marked. The general and local 


symptoms disappear in a few days. The disease may be easily 


14: 


145 
51 


Vol. 145, No. 9 


confused with ulcerative stomatitis which sometimes begins 
in the throat. The disease usually occurs in the summer 
months in an epidemic manner, and children are most fre- 
quently affected. The cause is unknown. 


Levine, Hoerr and Allanson in the summer of 1938 
studied an outbreak among 106 persons in three sum- 
mer camps.** The disease entity that they called vesic- 
ular pharyngitis appears to be indistinguishable from 
herpangina. The outbreaks that they studied were per- 
haps unique in the high attack rate observed and the 
fact that 15 patients were over 18 years of age. The 
suggestion that herpes simplex virus represented a 
possible causative agent seems hardly justified in view 
of the authors’ failure to demonstrate that virus in two 
attempts. 

Breese *” in 1941 reported 28 similar illnesses in 
young children observed during previous years in Roch- 
ester, N. Y. Although he used the term “aphthous phar- 
yngitis” to describe his cases, he pointed out the striking 
similarity of his cases to those described by Levine 
and his associates. A small scale outbreak of illness 
among nursery school children and their contacts in 
Rochester had many similarities to the outbreak 
observed by us in Parkwood. Breese failed in a single 
attempt to isolate herpes simplex virus. 

Despite the possible misleading inference that herpes 
simplex virus is responsible for the disease, we believe 
that the term “herpangina” has much to recommend it. 
Not only was this name the first to be suggested, but it 
is short and possesses the virtue of having been applied 
to a single entity in an unmistakable manner. Further- 
more, it has appeared since 1924 in a standard medical 
dictionary as a description of a specific infectious 
disease.'® 

CONCLUSIONS 

Our failure to demonstrate herpes virus or other 
known pathogens in the throats of patients and the 
successful demonstration of viruses similar to Cox- 
sackie group A viruses in 32 of 37 cases give rise to 
the hypothesis that the newly recovered viruses are the 
cause of herpangina. This hypothesis is supported by 
the following additional observations: 

1. Although virus could not be demonstrated in 
Parkwood cne month prior to the herpangina outbreak, 
large amounts of virus were demonstrated during illness 
in each of six children. 

2. Smalier amounts of virus were found in paticnts 
convalescent from the disease, and the virus disappeared 
within one to two months following illness. 

3. The same virus (H3) was demonstrated in 
swabs of throat lesions taken from three children dur- 
ing illness. 

4. High levels of antibody against homologous 
virus developed in the serums of each of four patients 
from whom blood specimens were obtained. 

5. During a community survey of Parkwood, Md. 
in August 1950 the same virus was demonstrated in the 
stools of 12 contacts in addition to those of the six 
patients but not in the remainder of the persons in the 
community who had no close contact with persons with 
the disease. 

6. Studies of herpangina in the metropolitan area 
of Washington, D. C. resulted in the isolation of the 
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same (H3) or very similar viruses (H1, H2, and H4) 
from 26 of 31 additional patients. 

7. H viruses were found associated with herpan- 
gina patients and persons in contact with them in both 
community and illness surveys during the summer of 


1950. 
SUMMARY 


A disease having the clinical and epidemiological 
attributes of “herpangina” was found to be prevalent 
in the metropolitan area of Washington, D. C. in the 
summer of 1950. Etiological studies in 37 cases 
resulted in the isolation of viruses falling within the A 
group of Coxsackie viruses from 32 of the 37 patients. 
Virus was demonstrated in the feces of 31 patients, in 
throat swabs of 20 patients and in anal swabs of 12 
cases. Neutralizing antibodies against homologous 
virus developed in high titer in the serum of four 
patients who were tested. The viruses were classified 
in at least four immunologic groups and designated as 
H1, H2, H3 and H4. The viruses in these groups 
were found in nearly all patients with frank herpangina 
and in many persons having contact with herpangina 
patients. They were rarely found in persons not known 
to have recent contact with patients having frank 
herpangina and rarely found in patients with other 
illnesses. It is hypothesized that these H viruses are 
the cause of herpangina. 


ADDENDUM 


Two additional types of Coxsackie Group A virus 
have been demonstrated in cases of herpangina: Dall- 
dorf’s type 2 and the High Point, Texas, type. The 
demonstration of six types of similar viruses in persons 
ill with herpangina suggests that the latter entity may 
represent the chief clinical manifestation of human 
infections with many of the viruses now classified in 
the Coxsackie A group. 


16. Dorland, W. A. N.: The American Illustrated Medical Dictionary, 
ed. 21, Philadelphia, W. B. Saunders Company, 1947. 


Dangers Following a Surgical Operation.—The introduction of 
antisepsis by Lister and the development of anesthetization 
made major surgical procedures possible and with improve- 
ment in techniques operative procedures of great magnitude 
have been performed. However, there have remained 3 poten- 
tial dangers following a surgical operation, any 1 of which 
alone, or in combination, might prove fatal. These are shock, 
infection and pulmonary embolus. Although the magnitude of 
operations has increased, the danger of shock and infection 
has been almost compietely eliminated, so that only massive 
pulmonary embolism following venous thrombosis has remained 
as the principal cause of postoperative deaths. With a better 
understanding of blood volume deficiencies in patients with 
chronic illnesses and their correction preoperatively by admin- 
istration of adequate amounts of blood, operations of almost 
any magnitude, even in the sickest patient, can now be per- 
formed safely without the development of shock. The employ- 
ment of antibiotics and chemotherapeutic agents has made 
infections a minor problem. Now that shock and infection 
can be prevented or controlled, not only have venous throm- 
bosis and pulmonary embolism become relatively more impor- 
tant but, as will be demonstrated later, their incidences have 
actually increased in recent years. It must be emphasized, how- 
ever, that although thromboembolism is a serious postoperative 
complication and has become more important than previously, 
it is equally as devastating a complication of nonoperative con- 
ditions, particularly heart disease—Alton Ochsner, M.D., 
Michael E. DeBakey, M.D., and Paul T. DeCamp, M.D., 
Venous Thrombosis, Surgery, January 1951. 
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THE PHYSICIAN’S PROBLEM IN 
ATOMIC WARFARE 


Brigadier General James P. Cooney 
Medical Corps, United States Army 


The grave uncertainties in today’s international situa- 
tion have imposed a unique, unprecedentedly heavy 
responsibility on the American physician. He is now 
being called on by planning groups throughout the 
nation to assist in making realistic preparation should 
atomic bombing of our cities occur. It is felt that a brief 
discussion of the hazards that might be encountered 
would be of value in order to supply him with data 
obtained from Japan, Bikini and Eniwetok. 

A realistic estimate of the number of casualties that 
might occur cannot be made because it is dependent 
on many factors, such as type of burst, type of con- 
struction in the city, season of the year, density of the 
population and time of day the detonation occurs. 


TYPES OF CASUALTIES 

An atomic bomb can cause casualties by three princi- 
pal means: blast, thermal burns and radioactivity. Each 
of these phenomena is distinct and can be considered 
separately, and thereafter an analysis can be made of 
their relative importance under various conditions of 
atomic bomb attack—whether the detonation occurs in 
the air, on the ground or in the water. 


Blast.—The blast casualties may be subdivided into 
direct and indirect effects. The direct blast effects are 
caused by a sudden increase of pressure, which enters 
the body through the mouth, nose, ears and anus and 
inflicts trauma to the lungs, rectum, eardrums and other 
organs. Indirect blast effects are caused by flying debris, 
timbers and glass. 

Thermal Burns.—Thermal burns may also be divided 
into two categories’ flame burns and flash burns. Flame 
burns are those sustained as a result of secondary fires, 
which result from short circuits, exploding gas mains 
and other similar causes. Flash burns are caused by the 
intense heat radiated from the ball of fire. The duration 
of time over which this heat is effective has not been 
definitely determined. Early evidence seemed to indi- 
cate that the burns occurred in a very small fraction 
of a second. More recent data indicate that the thermal 
energy may be effective over a period of three seconds. 

Radioactivity.—Radioactivity is a form of energy 
that causes injury to tissues by a process of ionization 
and is therefore known as ionizing radiation. 

How does ionization occur? Each cell in the body is 
composed of millions of atoms. Each atom is com- 
posed of a nucleus and one or more electrons. The 
nucleus of an atom contains various numbers of pro- 
tons and neutrons (with the exception of simple hydro- 
gen, which has only one proton). A proton is a particle 
having a mass of 1, and an electric charge of 1. A 
neutron consists of a combination of a proton and an 
electron. It has a mass of 1 and no electric charge, 
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because the electron, which has a negative charge of 
1, neutralizes the positive charge of the proton. The 
electrons of an atom are arranged in orbits at varying 
distances from the nucleus. A stable atom has the same 
number of electrons in the orbits as protons in the 
nucleus. Ionizing radiation, by various means, displaces 
an electron from its orbit, thus leaving the remainder 
of the atom positively charged. The process of dis- 
placing electrons from their orbits is known as ioni- 
zation. When this process occurs within a cell, it causes 
an injury from which the cell may recover without 
impairment of function, recover with impairment of 
function or die. 

The various tissues of the body vary in their suscepti- 
bility to ionizing radiation. Thus the component of the 
bone marrow is very sensitive, while nerve tissue is very 
resistant. 

The various types of ionizing radiations differ in their 
ability to cause ionization; the alpha particle has the 
ability to produce 10,000 ion pairs in a certain amount 
of air or tissue compared with the one ion pair pro- 
duced by the gamma ray. However, the gamma ray has 
the ability to penetrate the tissue by a factor of 10,000 
to 1 over the alpha particle. Therefore, the alpha 
particle (the type of ionizing radiation emitted by plu- 
tonium) is not a hazard outside the body because it is 
unable to penetrate the horny layer of the skin. The 
alpha emitter is a hazard only when fixed in the delicate 
tissues of the various internal organs of the body. The 
gamma ray and neutrons having the ability to penetrate 
into or through the body (depending on their initial 
energies) are external hazards. 

Now let us consider the relative importance of the 
blast, thermal burn and ionizing radiation hazards under 
various conditions of a bomb attack. 


AIR BURST 

Direct Blast—The blast pressure on the ground 
varies with the distance from ground zero (the point 
directly beneath the bomb detonation). At ground zero 
a Nagasaki type bomb will produce a maximum blast 
pressure of about 50 pounds per square inch; this falls 
to 36 pounds per square inch at 1,000 feet and to three 
pounds per square inch at about 7,000 feet. These 
figures show that even directly beneath the bomb, the 
pressure is not high enough to cause serious injury by 
direct blast. In Japan, direct blast casualties were 
limited to less than 200 ruptured tympanic membranes. 

Indirect Blast—The indirect blast effect resulting 
from collapsing buildings, flying debris and other simi- 
lar causes may be tremendous; probably over 30,000 
persons were killed this way in Hiroshima, and an equal 
number were injured. An interesting fact about indirect 
blast injuries among the survivors in Japan has been 
noted. Very few serious injuries were observed, there 
being a paucity of fractured skulls, spines and femurs. 
Such injuries undoubtedly occurred in large numbers, 
but they do not appear in the statistics because no effort 
was made to evacuate the wounded. Both cities were 
swept by secondary fires, and the wounded who were 
unable to walk away were burned to death. 

«Flame Burns.—The number of flame burns will de- 
pend on the type of construction of the city and the 
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ability of the fire fighters to control the spread of 
secondary fires. 

Flash Burns.—Flash burns are a unique and amazing 
phenomenon accompanying an air burst of an atomic 
bomb. An enormous pulse of infra-red radiation, visible 
light and ultraviolet rays comes from the ball of fire 


before it rises out of range of the ground. This intense . 


flash may produce two hazards: temporary blindness 
and flash burns. 

Temporary blindness is caused by light of sufficient 
intensity to “wash out” the visual purple in the retina 
of the eye. When this occurs, the person affected is 
unable to see until enough time has elapsed for the body 
to form a new supply of visual purple. Recent data in- 
dicate that such blindness will not be significant for 
more than a few minutes. 

The flash burning of exposed skin occurred over a 
distance of 2% miles (4 kilometers) in Japan with seri- 
ous disabling burns occurring as far as 142 miles (2.4 
kilometers). Owing to the rapid cooling and rising of 
the ball of fire, most of the effective flash heat energy 
is transmitted during the first three seconds following 
the detonation. The number of flash burn casualties 
will also depend on several factors. The season of the 
year is important. In the winter, inhabitants are more 
likely to be covered with heavy clothing, which should 
greatly reduce the number of burns. It should be borne 
in mind that the bombing of Japan occurred in August 
and very little clothing was being worn. The time of 
day is a big factor. During rush hours many more 
persons will be exposed than during the very early 
morning. Fog, haze or rain will greatly reduce the 
radius of flash heat effects. 

Radioactivity.—Initial Radiations: These consist of 
prompt and delayed radiations. Prompt radiations 
come from the chain reaction itself and last only a 


few millionths of a second. They consist of hard pene-~ 


trating gamma rays and neutrons. The prompt gamma 
rays account for about 3 per cent of the total gamma 
dosage received. Neutrons are very penetrating within 
their range and cause ionization by various indirect 
processes. They will be lethal in their effects for a 
distance of about 800 yards (730 meters), which is 
well within the lethal gamma range. 

A gamma ray is an electromagnetic vibration similar 
to a radio wave or a roentgen ray, except that it has 
a shorter wavelength, and therefore has much higher 
energy and penetrating power. Like a roentgen ray, it 
has a certain range over which it is effective in causing 
biologic damage. 

Delayed radiations are composed of gamma rays 
and beta particles emitted by the fission products imme- 
diately after the explosion. Fission products are the 
lighter elements formed by the splitting of the plutonium 
or uranium 235 in the bomb. The atoms split in a 
number of different ways; hence a single explosion 
causes formation of nearly 160 types of fission products, 
all of which are radioactive, emitting gamma rays and 
beta particles for a short or long time depending on 
the particular fission product. 

In addition to the formation of fission products, the 
nuclear chain reaction creates tremendous temperatures, 
vaporizing all the bomb components into an incandes- 
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cent mass of gas. The mass is known as the “ball of 
fire.” In an air burst it expands in one second to a 
diameter of 450 feet (137 meters), at which time it is 
less dense than the surrounding air, so it begins to rise 
rapidly. 

Nearly all the fission products are in or around the 
ball of fire and, therefore, ascend with the cloud. The 
cloud ascends at the rate of about 10,000 feet (3,000 
meters) a minute. After about 11% minutes the fission 
products in the cloud are so far away that their gamma 
rays are no longer effective. The significance of the 
above fact cannot be overemphasized. Within two min- 
utes after an air burst such as occurred in Nagasaki and 
Hiroshima, effective radioactivity drops to virtually zero, 
and it is perfectly safe to enter the bombed area to 
begin evacuation and control fires. 

During the ascent of the cloud 50 per cent of the 
total gamma dose is delivered in | second, 80 per cent 
in 10 seconds and none beyond 142 to 2 minutes. 
Gamma rays have a much greater range in air than 
neutrons. They can deliver a median lethal dose of 
450 r to exposed persons (unshielded by buildings or 
terrain) out to a distance of 4,000 feet (1,200 meters) 
from ground zero. At 6,000 feet (1,800 meters) the 
total gamma dosage is about 20 r. These data, along 
with the time schedule, make it obvious that a person 
who sees the bomb flash should jump behind a shield, 
such as a concrete building, if possible, and thus cut 
down the dose he receives. 

Residual Radiations: Residual radiation is the radi- 
ation emitted from fission products falling out of the 
cloud or remaining on the surface after detonation. In 
an air burst the residual radiation is not a significant 
hazard. In a ground burst or underwater burst it 
becomes of paramount importance. 

Induced Radiations: When elements are subjected 
to neutrons, they become radioactive, emitting gamma 
rays and beta particles. Certain elements, such as cop- 
per and gold, have the ability to capture large numbers 
of neutrons, while other elements capture very few. The 
various elements capture neutrons of various energies; 
some capture only fast neutrons, others capture slow 
neutrons and still others capture those in the inter- 
mediate range. Induced radioactiivty will be present 
after an air burst, but it will not be sufficient to be 
a significant biologic hazard. 

All the data so far summarized have applied to what 
is termed a “nominal” atomic bomb—one of approxi- 
mately 20,000 tons of trinitrotoluene (TNT) energy 
equivalent. The bombs exploded in New Mexico and 
Japan in 1945 and at Bikini in 1946 were of this power. 
However, to make the picture complete, the change in 
blast, burn and radiation radiuses for bombs of greater 
energy must be considered. Fortunately, the damage 
and injury radiuses do not increase in direct proportion 
to the power of the bomb. Blast, for example, increases 
approximately as the cube root of the energy of the 
bomb. In other words, to get a blast damage radius 
twice as great as that of the Nagasaki bomb, one must 
explode a bomb eight times as powerful, since 8 is the 
cube of 2. The changes in radiuses of heat and radia- 
tion effects are not exactly the same but are close 
enough for all practical purposes. 
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In résumé, it appears that in an air burst over a 
city the blast and burn hazards are paramount, and 
the ionizing radiation is an additional hazard, which ac- 
counted for about 15 per cent of the casualties in 
Japan. Of major importance is the fact that the ionizing 
radiation will not present additional hazards so far as 
the handling of the catastrophe is concerned. 

GROUND BURST 

Let us now consider the various hazards which have 
been discussed in relation to a ground burst. In an air 
burst the bomb is detonated at optimal height to cause 
maximal blast damage. If the bomb is detonated on the 
ground, the area of blast damage will be decreased and 
thus the number of blast casualties will be decreased. 
Likewise, owing to building and terrain shield, the burn 
and initial ionizing radiation hazard will be decreased. 
The residual ionizing radiation hazard will be increased. 
How siginficant this increase will be is impossible to 
say. It will certainly make evacuation and fire control 
more hazardous. Radiological safety teams will be most 
important in evaluating the situation. It appears very 
unlikely, owing to the tremendous blast in a relatively 
localized area, that any one will remain alive inside 
the highly dangerous radioactive area. 

In considering residual contamination it is important 
to distinguish between living or staying in the contami- 
nated area for extended periods and entering it only 
for evacuation or disaster control purposes. An area 
which is contaminated sufficiently to produce 5,000 r in 
24 hours (extremely high contamination) would still 
enable a person to remain in or walk through it for 
15 minutes and accumulate only 50 r—a rather small 
hazard to accept in wartime, especially if it means the 
saving of a life. 

The rapid decay of the radioactivity will continually 
increase the length of time persons may remain with 
impunity. The decay rate is roughly 1/T, where T is 
time; e. g., radioactivity at the end of the first day is 
only 1/24 as high as at the end of the first hour. 

One other type of ionizing radiation not yet discussed 
is the beta particle, which comes from several of the fis- 
sion products. Beta particles can cause local destruction 
of the skin. Therefore, they become important in the 
handling of material contaminated with fission products. 
Clothing, shoes and gloves should be worn to prevent 
the beta-emitting material from coming in contact with 
the skin. After working in a contaminated area a person 
should bathe with soap and water. 

Internal Radiation.—Deposition of fission products 
or plutonium in the body constitutes a radiation hazard. 
Such materials may gain access to the body by inges- 
tion, by inhalation or by a wound in the skin. Fortu- 
nately, plutonium and most of the fission products are 
quite insoluble. Measurements made at Eniwetok dem- 
onstrated that it would be necessary to ingest several 
pounds of dirt in order to fix enough plutonium in the 
body to constitute a hazard. Furthermore, the wearing 
of a gas mask will prevent the ingestion or inhalation 
of such material. It appears that the internal radiation 
hazard can easily be avoided. 


1. Effects of Atomic Weapons, revised ed., Los Alamos Scientific Lab- 
oratory and the Defense Department (Sept.) 1950. 
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The question concerning the eating of food after 
atomic bombing is often asked. Packaged or canned 
food will be fit for consumption. Unprotected food 
in a contaminated area must be examined by a radiation 
detection instrument before use. Fission products cling 
tenaciously to anything they come into contact with. 
They do not penetrate deeply into materials. A car- 
cass of beef should not be discarded simply because it 
is contaminated. Cutting away the outside layers should 
remove the contaminated material, leaving the remain- 
ing portion edible. 

Water in a contaminated area should also be checked 
before use. Such a procedure is always followed after 
a catastrophe that might cause contamination of the 
water supply. The amount of radioactive material 
required to contaminate the water supply of a large 
city is so great that this hazard seems extremely 


unlikely. 
y UNDERWATER BURST 


The blast casualties following an underwater burst 
should be minimal, as compared with those following 
an air burst, being limited to personnel on ships and 
harbor installations. 

Thermal flash burns will not occur. Initial radiation 
casualties will be greatly decreased, residual radiation 
casualties will be greatly increased provided the phe- 
nomenon of the “base surge” can be produced. 

At Bikini 99 per cent of the radioactive fission prod- 
ucts were trapped in the sea water, which was then 
blown upward by the blast. As the water particles, 
laden with radioactive material, fell back into the 
lagoon, they produced a billowing cloud or mist, known 
as the “base surge.” This aerosol cloud of radioactive 
mist was blown downwind and enveloped the ships. It 
spread from 2 to 3 miles crosswind and extended for 
4 to 5 miles downwind. The radiation dosage received 
by the target ships that were surrounded by the base 
surge was high, up to several thousand roentgens. 

Since the radioactivity results from a number of dif- 
ferent types of fission products, some of which decay 
rapidly, the over-all radiation rate decreases quickly. 
Four hours after the burst in test B, the contaminated 
area was about 17 square miles in extent, but the maxi- 
mum dosage rate was only 75 r per day. 

Thus an underwater blast presents primarily a radia- 
tion hazard. While one cannot foresee the number of 
casualties resulting from such a situation, the medical 
problem should be less acute. Buildings, communica- 
tions and transportation will be intact. The hospitals 
will not be filled immediately with emergency cases. 

All the facts that have been touched on are sum- 
marized in a handbook on atomic weapons ' published 
by the Atomic Energy Commission and the Department 
of Defense. This is a compendium of all information 
on the subject that is presently known by our foremost 
physicists, physicians and engineers. It shows that the 
devastation caused by atomic weapons, terrible as it 
may be, can be greatly reduced by clear thinking and 
careful planning and that some of the effects which 
today are most likely to cause panic among the people 
are, in fact, insignificant. 
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Dr. ANDREW H. Dowpy, Los Angeles: I should like to 
emphasize that civilian physicians have a grave responsibility 
in civilian defense in case of a major armed conflict. This will 
be a great deal different from the last war insofar as civilian 
defense is concerned. It was largely theoretical then and per- 
haps also psychological. However, this will not be the case in 
the event of another conflict. We must realize that, in all 
probability at least, not one but many of the cities will actually 
be bombed by foreign forces. We know what the military 
organization will do in circumstances like this because they 
have been tried. It is highly likely that in the event of a con- 
flict our civilian population will be exposed to air attack, prob- 
ably in the nature of atomic bombing. The amount of external 
radiation which the human organism can withstand has been 
debated for years. My remarks do not necessarily represent 
my individual thinking relative to effects of specific doses, but, 
in general, they represent the opinions of a large segment of 
specialists who have been intimately concerned with this prob- 
lem since 1943. It is the consensus that if a large group of 
individuals were given 100 r of total body gamma irradiation 
we would not expect any very serious or permanent damage. 
The majority of people receiving this amount of radiation 
would be able to carry on duty. However, with 150 to 200 r 
we would reach a critical or borderline level. There would 
be an acute reaction. There would perhaps be a reduction of 
efficiency or even a temporary casualty due to delayed effects. 
In the high dosage range of total body irradiation, such as 
300 to 400 r, we would expect to find that practically all those 
exposed would within a few hours be completely incapacitated 
so far as carrying on their assigned tasks, and perhaps 50 per 
cent of them would die within 30 days. In reference to the 
underwater blast in comparison with the overhead blast, I 
think that if conditions were repeated as they were at Bikini 
the number of deaths would be just as great from an under- 
water blast for, while the blast effects and burns are negligible, 
the radiation effects would be greater because of the large 
amounts of fission products in the mist as the blast cloud 
sweeps over an inhabited area at low altitude. There would 
be one main cause of death, that of radiation effects, instead 
of three as in Japan, but the number of deaths would be about 
the same. The underwater blast would also make measure- 
ment difficult because of contamination of instruments. 


Dr. SHIELDS WARREN, Boston: There are three points that 
are important to keep in mind in this field. First, we are for- 
tunate in our radiation-monitoring instruments. We have a 
factor of safety of several thousand times between the amount 
of radiation which can be picked up by monitoring instruments 
and that which will do harm. In other words, we do not have to 
fear harm from the radiations which are merely picked up by 
our electroscopes but only from those which are present in 
harmful amounts. We have a very wide range between the ac- 
tual radiations that the instruments will detect and those that 
may do harm, and it is very important, particularly in civil de- 
fense, that this point be kept clearly in mind. The second impor- 
tant point is that the treatment for the acute radiation syndrome 
is essentially a supportive one, particularly in the early stages, 
and the methods are those that might be used for normal 
types of injury, whether from blast, trauma or burn and will 
be applicable to the injuries of radiation as well. Third, so 
far as we can determine, the survivors in Japan have had 
singularly few late complications, and, once the acute period 
of radiation injury is over, to a considerable degree, the danger 
of residual effect can be written off as relatively slight. As 
early as the spring of 1947 most of the people who were 
seriously ill in the fall of 1945 had recovered. 

Dr. ARTHUR B. GRANT, Milwaukee: Could the lead fiber 
glass which has been brought out recently to protect x-ray 
technicians against possible burns be used as protection against 
fission products? 

GENERAL JAMES P. Cooney, Washington, D. C.: It is not 
effective against gamma rays. It is very good around x-ray 
machines, where the energy is not nearly so high as the energy 
we are dealing with, and it should afford some protection 
against beta particles. The energy of the gamma ray from fission 
products is quite terrific; lead fiber glass will not take care of it. 
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INJECTION IN MAN 


Joseph L. Gluck, M.D. 
Harry Gold, M.D. 
Theodore Greiner, M.D. 
Walter Modell, M.D. 
Nathaniel T. Kwit, M.D. 
Seymour Thickman, M.D. 
Harold L. Otto, M.D. 
and 


Leon J. Warshaw, M.D., New York 


The need for a satisfactory preparation of quinidine 
for intramuscular injection in the treatment of disorders 
of cardiac rhythm has been frequently expressed in the 
literature. In a considerable proportion of patients, the 
local irritant action of quinidine in the gastrointestinal 
tract causing pain, nausea and vomiting, and especially 
diarrhea, is a bar to the use of sufficiently large doses 
to bring the ectopic rhythm under control. When the 
oral route is not possible, intravenous administration 
is usually substituted, but there are risks in the intra- 
venous use of quinidine in cardiac disorders. Quinine 
dihydrochloride has been used by intramuscular injec- 
tion, but this produces painful inflammatory induration 
at the site of injection! A 15 per cent solution of 
quinidine hydrochloride dissolved in water with anti- 
pyrine and urea has been used with apparent success 
and with negligible local irritant action.2 However, a 
similar preparation of commerce with which we were 
supplied turned brown and large masses of crystals 
settled out in the ampul after storage in our laboratory 
for a few months. More recently, a report appeared * 
suggesting that a preparation of a 10 per cent solution 
of quinidine gluconate was effective, stable and free of 
local effects by intramuscular injection. We have made 
a trial of a 6.5 per cent solution of quinidine lactate, 
but this preparation turned brown on storage and 
proved painful after intramuscular administration in 
man. 

The report by Brass* of the preparation of an 
approximately 13 per cent solution of quinidine hydro- 
chloride in propylene glycol aroused our interest. This 
preparation, which remained colorless and free of crys- 
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tals over a period of six months, was found to be well 
absorbed after intramuscular injection in man. How- 
ever, no evidence concerning its local action was pre- 
sented. A 20 per cent solution of quinidine sulfate in 
propylene glycol was prepared for us by Dr. Marvin R. 
Thompson and supplied in ampuls containing 0.2 Gm. 
(3 grains) in 1 cc. This solution is clear and colorless. 
There is ample proof that such doses of propylene 
glycol do not produce systemic toxicity, and although 
the intramuscular injection gives rise to slight inflamma- 
tory and fibrous tissue changes, experience in man 
shows that it does not cause pain or other signs of local 
reaction.° 

The present study deals with the behavior of this 
20 per cent solution of quinidine sulfate in propylene 
glycol after intramuscular injection in humans—local 
effects, action on the heart, absorption and duration of 
action. 

METHOD 

The quinidine was administered by intramuscular injection 
to each of 19 ambulant patients. In 12 of these, only one 
dose of from 0.2 to 0.6 Gm. (1 to 3 cc.) was injected for the 
purpose of securing information on local reactions. In the 
remaining seven patients, observations were made not only on 
local reactions but on the curve of action on the heart. In all, 
69 doses were injected. 

The study of the action of quinidine on the heart was per- 
formed on patients with chronic auricular fibrillation. For 
this purpose, only patients with slow ventricular rates were 
selected because in those with a rapid rate the ventricular 
deflections interfere with the count of the auricular deflections. 
Also, only those with fairly coarse auricular deflections were 
chosen. The latter were determined by exploring the anterior 
wall of the chest with a pair of electrodes, and the position of 
the electrodes which showed the highest f (fibrillation) waves 
was used in the experiments. In the majority of instances, the 
most satisfactory f waves for counting were found with the 
pair of electrodes placed 1 or 2 inches (2.5 or 5.1 cm.) apart to 
the right of the upper portion of the sternum. The patients 
were free of digitalis. They were kept at rest in bed through- 
out the experiment. They were maintained on a normal diet. 
A control electrocardiogram was taken and a dose of quinidine 
was injected deep into the outer upper quadrant of the buttock 
muscle. Additional electrocardiograms were taken at hourly 
intervals for eight hours. In two cases, a tracing was also taken 
at the end of 24 hours. In those patients who received a 
second dose of the drug, the interval between doses ranged 
from two to five days. 

The dose of the quinidine sulfate in propylene glycol was 
0.4 Gm. for each of four patients. These and two additional 
patients also received a dose of 0.6 Gm. 

For two of the above patients, an attempt was made to 
determine a dosage plan which would serve to maintain the 
effects for a protracted period. These received 0.4 Gm. intra- 
muscularly every six hours. Electrocardiograms were taken at 
intervals of three hours. These two patients received a total of 
12 and 14 doses over periods of 66 and 78 hours, respectively. 

The course of the action on the heart was determined by 
changes in the rate of the auricular deflections. The method 
used for counting these was substantially similar to that used 
in a previous study dealing with the comparison of cinchona 
alkaloids.®° By means of a pair of calipers, the distance between 
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a series of peaks of f waves was measured and laid off on a 
line. In a similar manner, several groups of peaks were laid 
off in series on the same line. This was continued until the 
line represented from 50 to 150 f waves, an average of approxi- 
mately 75. The line was then marked off on the strip of 
electrocardiographic paper (with its time lines) from which the 
f waves were taken. From the latter the rate of the f waves 
was calculated. Figure 1 is a sample of the kind of tracings 
from which the auricular rate was counted. 


RESULTS 


The effect of propylene glycol alone was studied in 
one patient with auricular fibrillation. A total of 9 cc. 
was injected intramuscularly in the following fractions: 
3 cc. at one time and 6 cc. three hours later in fractions 
of 3 cc. into each of two sites. There was no subjective 
or objective local reaction. In the two electrocardio- 
grams taken an hour apart before the propylene glycol 
was injected, the auricular rate was 1.9 per cent slower 
in one than in the other. Electrocardiograms were then 
taken at intervals of one to two hours for six tracings. 
The average auricular rate in these was 0.6 per cent 
faster than the average of the two controls (variations 
from 1.9 per cent slower to 3.5 per cent faster). These 
values fall well within the range of spontaneous varia- 


Fig. 1—Sample electrocardiograms showing the coarse f (fibrillation) 
waves. Upper tracing is before injection of quinidine; lower tracing, after 
injection of quinidine. 


tion and show that the propylene glycol did not compli- 
cate the changes to be described as produced by 
quinidine. 

Local and Systemic Reactions.—There were no sys- 
temic toxic reactions or symptoms of cinchonism with 
the doses that were used. In eight of the patients (42 
per cent), the injection produced no perceptible local 
reaction. In the remaining patients, the injection caused 
from slight to fairly sharp pain, usually disappear- 
ing in from one to seven minutes. In four patients, 
slight tenderness at the site of injection remained for 
periods up to two days. There were no patients with 
induration or slough. Both patients who received the 
doses of 0.4 Gm. repeated at intervals of six hours 
showed some local reaction. One of these, who received 
14 doses, had slight pain after several of the injections, 
and after one of them there was slight swelling, which 
disappeared in approximately 24 hours. The swelling 
was not associated with tenderness. The other, who 
received 12 doses, had fleeting pain after six of them, 
and within six hours after the second dose in each 
buttock swelling of both buttocks developed; the swell- 
ing continued throughout the period of the succeeding 
doses and gradually subsided in seven days. The swell- 
ing was not associated with redness, induration or 
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tenderness. It seemed to represent an accumulation of 
fluid in the soft tissues at the sites of injection. On the 
whole, the local reactions were negligible, the pain being 
more of the order of that following a subcutaneous 
injection of morphine, distinctly less than that after 
injections of penicillin. 


TABLE 1.—A Summary of the Characteristics of Patients and 
Essential Data on Behavior of Intramuscular Quinidine 
Sulfate in Propylene Glycol in Man 


Percentage of 


Maximum aximum 
Effect in Time for Effect 
Percentage Maximum 


Slowing of Effectin Developed Remaining 
r. 


Patient * Auricles Hours in 1 Hr. in8H 
23.0 2.6 56.5 50.0 
DRAsSeaSenkeieeeeeeans 19.0 3.0 52.6 63.2 
23.0 8.5 34.8 37.0 
Gin 19.7 2.8 53.3 40.6 
21.2 3.0 49.3 47.7 
+ 1.84 + 0.33 + 8.50 10.13 
sven 19.6 14 91.8 15.3 
22.5 4.0 48.0 80.0 
24.5 3.8 30.6 63.3 
24.0 5.2 22.9 70.8 
28.0 2.6 57.1 71.4 
25.0 8.0 36.0 60.0 
Pere 23.9 3.3 47.7 60.1 


* Patients 1 to 4 received a single dose of 0.4 Gm. quinidine sulfate; 
la to 6a, a single dose of 0.6 Gm.; la to 4a are the same patients as 


Effect on the Heart.—The results are based on counts 
obtained from 170 electrocardiograms. They are sum- 
marized in tables 1 and 2. The patients used for study- 
ing the effects of quinidine on the heart all have 
auricular fibrillation. Patient 1 is a woman aged 66 


TABLE 2.—Curves of Action (Percentage Slowing) of Quinidine 
Sulfate in Propylene Glycol by Intramuscular Injection in 
Patients with Auricular Fibrillation 


Hours After the Dose 


Patients* “1 2 3 4 6 6 7 ee 
13.0 20.5 2.0 25 225 180 Ws 115 
00 645 199 190 120 165 U0 120 
80 1.0 2210 20 215 175 130 8&5 
10.5 165 190 190 175 15.0 120 80 
Average........ 104 171 205 21 1996 68 134 100 
+ 1.78 + 2.04 £1.66 £1.88 +1.88 1.14 +0.96 £1.77 
1830 196 170 °1830 95 65 40 80 
10.8 170 20 225 25 20 2.0 18.0 
16.0 2.0 %0 278 85 20 20.0 
9.0 19.0 2%0 25 190 15.0 
Average........ Mi 176 #23 81 01 176 148 
+448 +443 $4.09 £4.66 £6.19 +6.22 +6.51 


* Patients 1 to 4 received a single dose of 0.4 Gm. quinidine sulfate; 
la to 6a, a single dose of 0.6 Gmn.; la to 4a are the same patients as 
1 to 4. 


with arteriosclerosis and an enlarged heart with moder- 
ate failure; patient 2 is a hypertensive man aged 72 
with arteriosclerosis, an enlarged heart and slight fail- 
ure; patient 3 is a woman aged 55 who had thyrotoxi- 
cosis with a successful thyroidectomy 18 years ago and 
now has an enlarged heart with no failure. Patient 4 
is a rheumatic man aged 29 with mitral stenosis and 


insufficiency, aortic insufficiency and slight failure. 
Patient 5 is a hypertensive man aged 76 with arterio- 
sclerosis, an enlarged heart, pulmonary fibrosis, but no 
failure; patient 6 is a rheumatic man aged 64 with 
mitral stenosis and insufficiency, aortic insufficiency and 
slight failure. 

Table 1 shows that the maximum slowing of the 
auricles averaged approximately 21 per cent for the 
0.4 Gm. doses and 24 per cent for the 0.6 Gm. doses, 
that the maximum slowing was reached in an average of 
about three hours, that after one hour approximately 
50 per cent of the maximum effect was in evidence 
and that after eight hours approximately 50 per cent 
of the maximum effect remained in the case of the 
0.4 Gm. doses and 60 per cent in the case of the 
0.6 Gm. doses. The two experiments in which tracings 
were taken 24 hours after the dose showed no residual 
effect. These curves of action of quinidine by intra- 
muscular injection are substantially similar to those 
after oral administration observed in another study."* 

Table 2 shows the percentage change in the rate of 
the auricles at intervals of an hour for a period of eight 
hours of observation. The data shown in table 2 are 
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Fig. 2.—Quinidine sulfate in propylene glycol by intramuscular injection 
in patients with auricular fibrillation. The curve for the 0.6 Gm. dose is 
based on the average of six patients; the curve for the 0.4 Gm. dose is 
based on four of these patients. The percentage change in auricular rate 
relates to the control in each case. 


charted in figure 2. It may be noted that the 0.6 Gm. 
dose produced a slightly higher plateau of action and a 
somewhat longer duration of action. 

In view of the fact that local irritation might inter- 
fere with the absorption of the drug, a dose of 0.6 Gm. 
was injected in one site in each of two patients, and at 
a subsequent time this dose was injected in two equal 
fractions in different sites in the same two patients. The 
results are charted in figure 3. It may be noted that the 
effects are substantially the same. 

In figures 4 and 5 are charted the results in the two 
patients who received doses of 0.4 Gm. repeated at 
intervals of six hours. An electrocardiogram was taken 
at three hours and again at six hours after each dose. 
It may be seen that the effect of each dose that was 
reached in three hours showed some decline three hours 
later, that the intensity of action increased for the first 
four to six doses and that it then reached a plateau 
which persisted during the period of the subsequent 
doses. In view of the fact that the plateau was main- 
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tained at a level of approximately 30 per cent slowing of 
the auricular rate, which, from other experiments," rep- 
resents the ceiling effect of the drug in some patients, it 
is possible that the plateau is here a manifestation of 
the ceiling rather than of cessation of cumulation, 
although both factors may be involved. These two 
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Fig. 3 —Influence of intramuscular injection in two sites on effect of a 
dose of quinidine sulfate in propylene glycol. Each curve represents the 
average response of two patients—the same two patients in both curves, 
It is apparent that the effects are substantially similar whether the dose is 
injected in one site or divided and injected in two sites. 


records show the effects of only one dosage plan. There 
is need for the study of other dosage plans, involving 
different doses and different intervals, in order to estab- 
lish the most satisfactory plan for routine use of quini- 
dine by intramuscular injection. 

An opportunity presented itself to put to a test a 
dosage plan similar to that described in figures 4 and 5. 
In a man aged 42, with hyperthyroidism, auricular 
flutter had developed, with varying block and ventricu- 
lar rates ranging from about 120 to 160 a minute, at 
times slower owing to a greater degree of auriculo- 
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Fig. 4.—Quinidine sulfate in propylene glycol in doses of 0.4 Gm. at 
intervals of six hours by intramuscular injection. The open dots represent 
the percentage change in auricular rate three hours after the dose; the 
closed dots, the rate six hours after the dose. 


ventricular block. The available evidence indicated that 
it had persisted for several months. Attempts to abolish 
the flutter through the use of digitalis proved unsuc- 
cessful. Quinidine sulfate was then tried in an oral dose 
of 0.8 Gm. four times during the day. It also proved 
unsuccessful because this amount failed to abolish the 
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flutter and produced diarrhea, with the result that larger 
oral doses could not be given. The patient then received 
a dose of 0.4 Gm. of quinidine sulfate in propylene 
glycol repeated at intervals of three hours with five doses 
on one day and seven doses on the following day, a 
total of twelve doses. A tracing taken after the eleventh 
dose showed that the normal sinus rhythm had been 
restored. There were no local reactions and no symp- 
toms of systemic toxicity. 


SUMMARY 

A 20 per cent solution of quinidine sulfate in pro- 
pylene glycol was tested for its local irritant effects 
by intramuscular injection in 19 patients, and in seven 
of these it was tested for its action on the auricle in 
auricular fibrillation and flutter. 

The results show that a single dose of this preparation 
by intramuscular injection produces negligible local 
reactions at the site of injection. It produces either no 
pain or pain of varying intensity but almost invariably 
of very short duration. In two of three patients who 
received 12 or more injections at intervals of three to 
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Fig. 5.—Quinidine sulfate in propylene glycol in doses of 0.4 Gm. at 
intervals of six hours by intramuscular injection. The open and closed 
dots are the same as described in the legend for figure 4; the “x”’ repre- 
sents recovery after the drug was discontinued. 


six hours, some swelling of the soft tissues occurred. 
It subsided gradually and was not associated with pain, 
redness, induration or slough. 

The curve of action of quinidine given by intra- 
muscular injection in the form of this preparation is 
essentially similar to that by oral administration, the 
peak effect being reached in an average of about three 
hours, about half of the effect wearing off in about 
eight hours and the effect disappearing completely in 
24 hours or less. 

Observations were made showing that by suitable 
dosage regimens of intramuscular injections of this 
preparation, effective concentrations of quinidine may 
be maintained for protracted periods. 

Quinidine sulfate in propylene glycol by intramuscu- 
lar injection meets an important need in quinidine ther- 
apy. It is especially applicable to certain kinds of cases: 
those in which the oral administration gives rise to diar- 
rhea or other gastrointestinal symptoms; patients in 
coma; for the prevention and treatment of disorders of 
heart rhythm during surgery and anesthesia. 
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QUINIDINE-INDUCED EXFOLIATIVE 
DERMATITIS 


WITH A BRIEF REVIEW OF QUINIDINE 
IDIOSYNCRASIES 


Duane R. Taylor, M.D. 
and 


Robert Potashnick, M.D., St. Louis 


Although quinidine is a useful drug in the treatment 
of cardiac arrhythmia, it has long been known that its 
use is fraught with a variety of hazards. The serious 
mishaps most frequently encountered in quinidine 
therapy are the results of overexertion of its therapeutic 
effects on the hearts that are being treated with it (for 
example, the occurrence of cardiac standstill during the 
changeover from a cardiac arrhythmia to a normal 
rhythm). Such types of quinidine toxicity are, of 
course, not true drug idiosyncrasies but are untoward 
effects that are predictable on the basis of the known 
pharmacologic actions of the drug. They have been 
thoroughly discussed by Gold in his recent monograph.' 

The commoner and milder manifestations of cincho- 
nism, such as dizziness, tinnitus, impaired hearing, 
blurred vision and tremor, are well known to users of 
quinidine, as are the symptoms of gastrointestinal irri- 
tation. It is our purpose to discuss the less well known 
idiosyncrasies of a more serious nature and to report 
a case of exfoliative dermatitis induced by quinidine. 

Frey, who introduced quinidine into the treatment 
of cardiac arrhythmia, in 1918 reported the develop- 
ment of transient respiratory arrest following the admin- 
istration of quinidine in two patients, one of whom 
also went through a period of acute delirium.? Reid 
described respiratory paralysis due to quinidine therapy 
in a 55 year old woman. However, since the patient 
received morphine in addition to quinidine, Reid’s 
indictment of quinidine as the offending drug is open 
to question.* A case of anaphylactic shock occurring 
in a 46 year old man while under quinidine therapy 
was reported by Breu and Zollner in 1940.* 

Dermatological manifestations of idiosyncrasy to 
quinidine have not been common. Several cases of 
thrombocytopenic purpura following quinidine therapy 
have been reported.’ Goldschlag reported a fixed 
eczematoid drug eruption occurring in a 64 year old 
man in whom on a subsequent occasion a generalized 
scarlatiniform rash developed, in addition to reactiva- 
tion of the “fixed” skin area. Both eruptions were 
attributed to quinidine.* Pick described an eczematoid 
eruption occurring in a 28 year old woman.’ 

Bizarre reactions have been noted. Scholderer 
reported sinus thrombosis following quinidine admin- 
istration.* Sturnick observed a case in which an eleva- 
tion of temperature occurred a few hours after each 
administration of an oral dose of quinidine. On onc 
occasion the fever was accompanied with leukopenia 
and transient enlargement of the spleen.* 


REPORT OF A CASE 
History.—The patient, a 59 year old retired foundry worker, 
was admitted to the hospital on Sept. 8, 1949. He gave a 
history of attacks of rapid heart action recurring at irregular 
intervals for 25 years. 
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Physical Examination—On admission the patient had a 
cardiac rate of 190 per minute with a regular rhythm. An 
electrocardiogram demonstrated that the rapid rate was due 
to a supraventricular tachycardia. The blood pressure was 
120 mm. of mercury systolic and 72 mm. diastolic. The 
heart was not enlarged, and there were no murmurs. No 
intra-abdominal masses or organs were palpable. The lungs 
were clear. The skin was normal, and there was no 
lymphadenopathy. The tachycardia spontaneously aborted 
and was succeeded by a sinus rhythm with a cardiac rate 
of 90 per minute. 

Laboratory Findings on Admission.—-The white blood cell 
count was 10,000 with a normal Schilling value. The hemo- 
globin content was 14.4 Gm. Routine urinalysis gave values 
within normal limits. The blood urea nitrogen was 23 mg. 
per 100 cc. The basal metabolic rate was + 5 per cent. The 
chest roentgenogram was negative. 

Hospital Course-—On September 22 another attack of 
supraventricular tachycardia occurred and was terminated by 
carotid sinus pressure. Administration of quinidine sulfate, 
0.2 Gm. every four hours orally, was then started as a 
prophylactic measure, and no further attacks occurred while 
this drug was being administered. 

On October 10 a pustular eruption developed on the 
patient’s palms and soles. On October 14, penicillin therapy 
(50,000 units every three hours) was started. The pustular 
eruption rapidly cleared. On October 28 a generalized maculo- 
papular rash developed. This was thought to be a reaction 
to penicillin, and therefore the patient was given 50 mg. of 
diphenhydramine (benadryl®) hydrochloride every four hours, 
and the use of penicillin was discontinued. 

The maculopapular rash subsided. On November 11 the 
patient’s skin began exfoliating mildly. The exfoliation gradu- 
ally but steadily increased, and over a period of several days 
a full-blown picture of exfoliative dermatitis developed. The’ 
skin of the entire body, including the face, took on an erythem- 
atous hue; there was continuous shedding of scales, and 
the finger nails became loosened in their beds. The liver and 
spleen became palpable, and a generalized enlargement of 
the lymph nodes occurred. The scleras became icteric. It 
was thought that this exfoliation was merely a sequel to the 
maculopapular eruption presumably induced by penicillin. 

Liver functions were found to be considerably disturbed. 
The cephalin-cholesterol flocculation test gave a 4+ reaction; 
the serum bilirubin content was 2 mg. per 100 cc.; there was 
38 per cent retention of sulfobromophthalein sodium; the 
prothrombin time was 61 per cent of normal. The urine 
contained 2.18 Ehrlich units of urobilinogen, and gave a 
positive reaction for bilirubin. The alkaline phosphatase value 
was 6.5 Bodansky units. The serum proteins were normal. 

The exfoliative dermatitis was treated with a high protein, 
high caloric diet and application of a bland ointment (cold 
cream) to the skin. The exfoliation continued unabated. On 
November 28 administration of quinidine was discontinued. 
Within a few days the exfoliation began to improve noticeably, 
as did the patient’s general status. The spleen receded, and 
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the liver functions rapidly improved. On December 7 the 
cephalin-cholesterol flocculation test gave a 3 + reaction, and 
the serum bilirubin determination showed 0.6 mg. per 100 cc. 
By December 19 the sulfobromophthalein sodium retention 
had fallen to 14 per cent. The patient’s skin regained its 
normal appearance. 

On December 18 the patient had another episode of supra- 
ventricular tachycardia with a cardiac rate per electrocardio- 
gram of 180 per minute. After two doses of 0.4 Gm. of 
quinidine sulfate the cardiac rhythm reverted to normal, and 
a maintenance dose of 0.2 Gm. four times daily was then 
established. 

The following day the skin of the neck appeared slightly 
reddened, with a suggestion of scaling, and by December 20 
there was a marked exfoliation of the skin of the entire body. 
Quinidine administration was again discontinued. The exfoli- 
ation gradually subsided, and within two weeks the patient’s 
skin had returned to normal, the cephalin-cholesterol floccu- 
lation reaction was 1+, and the serum bilirubin 0.35 mg. 
per 100 cc. 

Brief episodes of paroxysmal tachycardia recurred on three 
occasions. The patient was then digitalized with digitoxin 
and a maintenance dosage of 0.1 mg. daily was prescribed. 
Up to the time of discharge this medication had proved effec- 
tive in preventing further attacks of supraventricular tachy- 
cardia. 

COMMENT 

The only other medications which could conceivably 
be blamed for the production of the exfoliative derma- 
titis were (1) penicillin, (2) codeine sulfate, (3) 
diphenhydramine and (4) meperidine (demerol*) 
_hydrochloride. Penicillin was not given subsequent to 
the first attack and therefore should not have caused 
the second episode of exfoliation. Codeine, diphen- 
hydramine and meperidine were all administered on 
several occasions after recovery from the second episode 
and were tolerated without incident. The rapid inprove- 
ment in the rash each time quinidine was withdrawn 
and the prompt recurrence when quinidine was read- 
ministered suggests strongly that this was a case of quin- 
idine idiosyncrasy manifested by exfoliative dermatitis. 


SUMMARY 
A case of exfoliative dermatitis believed to be due 
to quinidine sulfate is presented. Previously reported 
cases of quinidine idiosyncrasy of a serious nature are 
reviewed. 


Veterans Administration Hospital, Jefferson Barracks, Mo. 


1. Special thin-walled no. 14 needle equipped with an obturator, sup- 
plied by Becton Dickinson Company, Rutherford, N. J. 

Made in our own laboratory from thin metal tubing and conven- 
tional hubs, permitting a substantially increased internal diameter without 
sacrifice of external diameter. 

3. Manufactured by the Irving Varnish Company, Irvington, New 
Jersey and supplied through the courtesy of L. H. Peterson, Department of 
Physiology, University of Pennsylvania Medical School. 

4. Supplied through the courtesy of Mr. Oscar Schwidetsky, Becton 
Dickinson Company, Rutherford, N. J. 


The First Aeronautic Fatalities—Pilatre de Razier was a 
surgeon trained at the hospital of his native city of Metz. He 
became intrigued with physics and chemistry. About October 15, 
1783, in a smoke-filled, hot air, crepe paper balloon, Rozier 
made the first aerial journey to be made by man and ascended 
to an altitude of about 3,000 feet. Two years later, in 1785, 
in an attempt to fly across the English Channel from the French 
coast, he and his companion lost their lives and became the 
first fatalities in aeronautics.—Francis N. Kimball, M.D., The 
Progress of Aviation Medicine During the Past Half Century, 
New York State Journal of Medicine, Jan. 1, 1951. 


J.A.M.A., March 3, 1951 


CLINICAL NOTES 


PLASTIC TUBING FOR 
INTRAVENOUS ALIMENTATION 


Michael Ladd, M.D. 
and 


George E. Schreiner, M.D., New York 


Plastic catheters of small diameter have proved valu- 
able in this laboratory in prolonged experiments on cats 
and dogs in which it was necessary to have sustained or 
repeated access to a vein for the purpose of either 
administering infusions or withdrawing blood. The 
present study was carried out to determine whether 
the same material might provide a permanent easily 
available entry to the human venous system and thereby 
simplify the problem of intravenous alimentation of 
debilitated patients with sclerosed or collapsed periph- 
eral veins. 

Subjects for this study were unselected patients in the Third 
Surgical Division of Bellevue Hospital to whom no special 
nursing care was given. A high incidence of veins thrombosed 
by previous multiple venipunctures made many of these patients 
serious problems from the point of view of intravenous therapy. 

Two types of tubing were used. Large (for no, 14 thin-walled 
needles)! and small (for no. 18 thin-walled needles)? catheters 
were made from black polyvinyl chloride wire insulation.* 
Large catheters made of translucent polyvinyl tubing* were 
found more desirable because of their thinner wall. Before 
clinical application both types were tested for reaction by 
burial in animal and human peripheral veins for periods of 
three weeks. The tubing was introduced through thin-walled 


intravenous needles that could be removed over the catheter 
after insertion. 


Catheters should be sufficiently long to reach larger 
venous channels, such as the innominate or iliac veins, 
where a large volume of blood dilutes the infusing solu- 
tion and prevents damage to the intima. When the tip 
of the catheter lies in a small superficial vein of the arm 
or leg, the lower volume flow of blood does not dilute 
the infusion fluid sufficiently and inflammatory reac- 
tions occur. 

RESULTS 

Series A.—One hundred and eight continuous infu- 
sions were given through the veins of the subclavian 
system; entry was established with the greatest success 
through the median basilic vein. In all cases an attempt 
was made to pass the catheter into the great veins of 
the superior mediastinum. Position was checked in 
some earlier cases by radiopaque injection and roent- 
genogram. Occasionally satisfactory passage was im- 
possible (6 per cent of cases) because of valves or 
other irregularities. 

In 44 per cent of these cases the technic resulted in 
failure because of difficulties inherent in maintaining a 
continuous infusion. A major factor was lack of nurs- 
ing attention, with failure to change empty flasks before 
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reflux blood had clotted in the system. The flexibility 
of the setup permitted many otherwise bedridden 
patients cither to become ambulatory, carrying their 
own infusion flasks, or to move about in wheel chairs 
with the flasks mounted on posts. However, because the 
rubber tubing placed some restriction on the patients’ 
motion unless intelligently guarded, the majority of this 
group at one time or another became entangled in, lay 
on or kinked the rubber tubing. Four catheters became 
plugged because of the injection of incompatible medi- 
caments containing a protein hydrolysate (amigen®). 
Eight per cent became plugged after showing a pro- 
gressive slowing of flow because of fibrin coating the 
tips of the catheters. 

Complications ° directly attributable to the catheter 
occurred in 9 per cent of the cases. These consisted 
of phlebitis or subcutaneous infiltration of solution, 
usually in those catheters that could not be passed 
beyond the axilla. In such a position the injury is 
initiated by the catheter tip moving up and down against 
the vein wall with motion of the arm. This did not 
occur when the tip lay free in the large vertical flow of 
the innominate vein. The danger of a catheter creeping 
during active joint motion is omnipresent, and in this 
series two withdrew beneath the skin of the arm, necessi- 
tating incisions to retrieve them. Thrombosis im the 
form of palpable thickening of the basilic vein wall 
occurred after removal of 19 per cent of the large 
catheters. The veins were neither inflamed nor tender, 
and all became patent within a short time after the 
catheter was removed. 


The procedure was considered completely successful 
in 39 per cent of these cases and continued for periods 
as long as 28 days. 


Series B.—Twenty patients received intermittent in- 
fusions by means of catheters in a position similar to 
those in group A. After each infusion, 0.25 cc. of 
heparin sodium was injected and the catheter was 
capped. In one patient phlebitis developed after infu- 
sion of 50 per cent dextrose solution, and eight other 
catheters gradually became occluded after periods of 
five to seven days. Eleven functioned successfully until 
their removal, for as long as 14 days. 


Series C.—Twenty-five large bore catheters were 
inserted into femoral veins through a thin-walled no. 14 
femoral needle. Intermittent infusions were successfully 
given for as long as 36 days. All these patients were 
debilitated, and many were incontinent of urine and 
feces. No infection, phlebitis or thromboembolic phe- 
nomena were observed. Normal femoral and iliac ves- 
sels were demonstrated at necropsy on 3 patients who 
died of their respective illnesses after the catheters had 
been in place for 5, 7 and 36 days. Two catheters 
became plugged after heparin was inadvertently omitted. 
After introduction of the catheter one patient mani- 
fested mild transitory signs of peripheral ischemia of 
short duration and probably attributable to femoral 
artery spasm. In all other cases in this series (88 per 
cent), the use of catheters was completely successful, 
some serving to carry the patients through the entire 
preoperative, operative and postoperative periods. 
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COMMENT AND CONCLUSIONS 

As a means of introducing parenteral fluids inter- 
mittently or continuously, indwelling intravenous plastic 
catheters are feasible provided the tip of the catheter 
lies in a large vein. The femoral route has proved more 
successful and has been responsible for fewer compli- 
cations than the axillary. In the latter, mechanical 
irritation or occlusion of the catheter tip by fibrin clots 
occurs frequently and this route is not recommended. 
In a limited series, in contrast to the results of Duffy,* 
the jugular route has proved no less complicated than 
the axillary, and, in addition, stimulation of the carotid 
sinus has been observed in 2 patients. 

Small catheters, which pass through a thin-walled 
no. 18 needle, are easier to insert and occasion fewer 
complications. However, these catheters have such a 
limited capacity that if fluid requirements are to be 
met solely by intravenous administration a continuous 
infusion is required. The difficulties in management 
attending continuous infusions are almost certain to 
give rise to a large number of failures. For this reason 
small catheters are not recommended. The advantages 
of these plastic catheters for the intravenous administra- 
tion of fluids to debilitated neurological patients or to 
surgical patients are obvious. However, in a case of 
pelvic surgery or in any case complicated by pelvic 
inflammation it is possible that the introduction of a 
catheter through the femoral route could enhance the 
incidence of thrombophlebitis. 


CARCINOMA OF THE ILEUM 
Samuel Milrod, M.D., St. John, N. B., Canada 


and 


Albert W. Cloud, M.D., Englewood, N. J. 


Frequent observations have been made in the litera- 
ture, not only that carcinoma of the small intestine is 
a rare lesion but that it is a difficult one to diagnose. 
It is evident, from reports on malignant lesions of the 
small intestine, that many months may ensue before 
sufficient symptoms and signs make their appearance 
to cause the patient to present himself to a physician 
for proper evaluation; even then, the most careful 
scrutiny is required to demonstrate the tumor. Roent- 
gen diagnosis, too, has been shown to be quite difficult 
at times.’ 

The unusual occurrence of an internal fistula develop- 
ing from a primary carcinoma of the ileum is presented 
in the following case. 


REPORT OF A _ CASE 


A. K., a white woman aged 62, had a total hysterectomy 
with bilateral salpingo-oophorectomy in April 1949 for adeno- 
carcinoma of the fundus uteri. In February 1950, she 


5. Infusion flasks, particularly those containing protein hydrolysates, 
frequently become contaminated after hanging for several hours in an 
open ward. Continuous infusions containing these nonpathogenic organ- 
isms provoke a pyrogenic reaction with marked hyperthermia. By includ- 
ing penicillin in the infusion flasks and by placing cotton filters in the air 
inlets, bacterial growth in the mixture may be prevented. 

6. Duffy, B. J., Jr.: Clinical Use of Polyethylene Tubing for Intra- 
venous Therapy, Ann. Surg. 130: 929, 1949. 

1. Boman, P. G.: Primary Carcinoma of Jejunum and Ileum, Ann, Int. 
Med. 20: 779-788 (May) 1944. 
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returned to the hospital with a long history of indigestion, 
intolerance to fatty foods and recurrent sharp right upper 
quadrant pain accompanied with vomiting of bile. Pain 
would radiate to the right shoulder. She was not jaundiced. 
Tenderness was localized to the right subcostal region, but 
there was no palpable mass. Cholecystectomy was performed. 
The gallbladder was distended, thickened and inflamed and 
contained a calculus impacted in Hartmann’s pouch. The 
pelvis could not be examined because a wall of adhesions 
closed off the upper from the lower portion of the abdomen. 
The pathological diagnosis was acute hemorrhagic cholecystitis 
superimposed on chronic cholecystitis. 

After her discharge from the hospital, the patient had 
several episodes of epigastric distress with vomiting. Her 
wound healed well and was solid. There was no evidence of 
hernia. An attempt was made to control her symptoms with 
sorethytan (20) monooleate (monitan®) and atropine, with little 
success. Her epigastric pain and vomiting continued accom- 
panied with constipation. Three days before she was read- 
mitted, on April 10, 1950, the pain would radiate to the 
suprapubic region. Her stools became dark brown and ribbon. 
like; increased borborygmi developed, and her appetite became 
poor. A barium enema at this time revealed at least two 
gas-distended loops of ileum in the left paraumbilical region. 
A distended loop extended downward toward a constriction 
in the sigmoid. The radiologist’s conclusion was that this was 
a partial intestinal obstruction of the sigmoid colon and small 
intestine, possibly due to adhesions. There was no palpable 
mass, but there was some tenderness over the left lower 
quadrant at this time. 

A flat film of the abdomen on April 10, at the time of 
admission, showed slight distention of the small and the large 
intestine. Definite fluid levels in the small bowel could be 
seen on the decubitus film, suggesting again a partial intestinal 
obstruction, the point of which was not apparent but “would 
seem to be situated in the lower ileum.” @ 


The hemogram, carbon dioxide-combining power, serum 
chlorides, nonprotein nitrogen, serum protein and albumin- 
globulin ratio, prothrombin time and icteric index were within 
normal limits at this time. The stool gave a positive guaiac 
reaction (1 +). She was treated with phthalylsulfathiazole 
(sulfathalidine*) for two days and an exploratory operation 
was performed on April 12. At laparotomy, many adhesions 
between loops of small bowel, and between loops of small 
bowel, sigmoid and the anterior abdominal wall were severed. 
A mass was then found.in the pelvis. This consisted of a 
loop of distal ileum united to a segment of sigmoid colon. 
When the two segments of bowel were separated, an opening 
measuring approximately | cm. in diameter, surrounded by 
hard tumor tissue, was left in each. The involved segments 
of the bowel were widely resected and an end to end anasto- 
mosis of each performed. No obviously enlarged mesenteric 
lymph nodes were noted. 

The pathologist, Dr. Istvan A. Gaspar, reported that tumor 
infiltrated the entire width of the wall of the ileum and sig- 
moid and that the lumen of the small bowel appeared to be 
completely obstructed at the tumor area, although it did not 
seem to involve the entire circumference of the bowel. Histo- 
logical examination of many sections indicated that the lesion 
was a primary adenocarcinoma of the ileum with infiltration of 
the sigmoid and ileosigmoidal fat tissues. These sections were 
compared with those taken from the uterus and found to be 
unrelated. 


The postoperative course was essentially uneventful, and at 
the present writing the patient feels well and has a good appe- 
tite, her bowels are normal and regular daily and there has 
been no loss in weight. 


COMMENT 
Symptoms and signs of intestinal obstruction did not 
develop in the patient until after cholecystectomy. 
From the clinical history, physical examination and 


2. Pridgen, J. E.; Mayo, C. W., and Dockerty, M. B.: Carcinoma of 
Jejunum and Ileum Exclusive of Carcinoid Tumors, Surg., Gynec. & 
Obst. 90: 513-524 (May) 1950. 
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roentgenograms, it seemed that her difficulty arose from 
adhesions following the pelvic surgery or from a 
metastatic growth from the original uterine carcinoma. 
The unusual manifestation of a primary carcinoma of 
the ileum infiltrating the sigmoid colon with the forma- 
tion of an internal fistula is deemed worth reporting. 


SUMMARY 
A case of adenocarcinoma of the ileum is reported. 
The unusual occurrence of the formation of an internal 
fistula between the involved loop of ileum and the 
sigmoid colon is indicated. The obstructive syndrome 
in the patient, aiding in the diagnosis, is presented. 
44 Coburg Street, St. John, New Brunswick, Canada. 
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The following abstract of recent nomenclature decisions of 
the Council is authorized for publication. 


R. T. StorMONT, M.D., Secretary. 


ADDITIONAL GENERIC AND BRAND 
NAMES RECOGNIZED BY THE COUNCIL 


The Council collaborates with manufacturers in the selection 
of generic and brand names for marketed drug preparations 
presented for acceptance and also for new products still under 
development or clinical trial. The following is an alphabetic 
abstract of such Council action since the last combined report 
published in THE JOURNAL, 137:462 (May 29) 1948. 

This abstract lists the generic designation, the chemical name 
and the presently recognized brand name or names under which 
the preparations are available. In general, a generic name 
should bear recognizable relation to the chemical name and 
conform as closely as consistent with brevity and practicality 
to existing systems of chemical nomenclature. The chief 
requirement for a brand name is that it should not be thera- 
peutically suggestive. 


Acet-Dia-Mer-Sulfonamides for a mixture of equal parts of 
sulfacetamide, sulfadiazine and sulfamerazine: Tricombisul 
(Schering Corporation). 


Acetomeroctol for 2-acetoxymercuri-4-(1,1,3,3-tetramethylbutyl) 
phenol: Merbak (Schieffelin & Company). 


Amithiozone for 4-acetylaminob Id 
no trade name presently recognized. 


hyde thiosemicarbazone: 


p-Aminosalicylic Acid and Sodium p-Aminosalicylate for 4- 
amino-2-hydroxybenzoic acid and its sodium salt: Pasem (Not 
marketed as such) and Pasem Sodium (S. E. Massengill Co.) 
and Pamisyl and Pamisyl Sodium (Parke, Davis & Co.). 


Antazoline Hydrochloride for 2-(N-benzylanilinomethyl)-2-imi- 
dazoline hydrochloride: Antistine Hydrochloride (Ciba Phar- 
maceutical Products, Inc.). 


Benzpyrinium Bromide for 1-benzyl-3-(dimethylcarb ) 


y) 
pyridinium bromide: Stigmonene Bromide (William R. Warner 
& Company). 


Bethanechol Chloride tor urethane of beta-methylcholine chlor- 
ide: Urecholine Chloride (Merck & Co., Inc.). 
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Bishydroxycoumarin (U.S.P.) for 3-3'-methylenebis(4-hydroxy- 
coumarin): Dicumarol (Abbott Laboratories, Eli Lilly & Com- 
pany, Wm. S. Merrell Company, Schieffelin & Company, E. R. 
Squibb & Sons, and The Upjohn Company). 


Bismuth Glycolylarsaniiate for bismuthoxy-p-N-gl 
late: Milibis (Winthrop-Stearns Inc.) 


Calcium Chloride-Urea: Afenil (Bilhuber-Knoll Corporation). 


Caramiphen Hydrochloride for 2-diethylaminoethyl 1-phenyl- 
cyclopentane-l-carboxylate hydrochloride: Panparnit Hydro- 
chloride (Geigy Company, Inc.). 


Chloramphenicol (U.S.P.) for D-(-)-threo-2-dichloracetamido-1- 
p-nitrophenyl-1,3-propanediol: Chloromycetin (Parke, Davis & 
Co.). 


Chloriodized Oil: lodochlorol (G. D. Searle & Co.). 
Chi h idami _ Maleate for 1-(para-chloropheny])-1- 


(2-pyridyl)-3-di dimethyl propane maleate: Chlor-Trimeton 
Maleate (Schering Corporation). 


Conjugated Estrogenic Substances (Water-Soluble): Amnestro- 
gen (E. R. Squibb & Sons). 


Cortisone Acetate for 11-dehydro-17-hydroxycorticost 21- 
acetate: Cortone Acetate (Merck & Co., Inc.). 


Crotamiton for crotonyl-N-ethyl-o-toluidi 


Eurax (Geigy 


Cyclamate Sodium for sodium cyclohexylsulfamate: Sucaryl 
Sodium (Abbott Laboratories). 


Cyclopentamine Hydrochloride for 1-cyclopentyl-2-methyl- 
aminopropane hydrochloride: Clopane Hydrochloride (Eli Lilly 
& Company). 


Dia-Mer-Sulfonamides for a mixture of equal parts of sulfadi- 
azine and sulfamerazine: Duozine (Abbott Laboratories), Duo- 
Sulfonyl (Casimir Funk Laboratories Inc.), Sulfonamides 
Duplex (Eli Lilly & Company), Mer-Diazine (McNeil Labo- 
ratories, Inc.), Sul-Di-Mill (E. S. Miller Laboratories, Inc.), 
Sulfadiamer (Pitman-Moore Company), Disulfyn (Wm. H. 
Rorer, Inc.), Diamerazine (The Vale Chemical Co., Inc.), Bisul- 
fon (The Veltex Company), and Bi-Sulfazine (The Warren- 
Teed Products, Inc.). 


Dibutoline Sulfate for bis [(dibutyicarbamate) of ethyl(2- 
hydroxyethyl)dimethylammonium ]sulfate: Dibuline Sulfate 
(Merck & Co., Inc.). 


Dimenhydrinate for 2-(benzohydryloxy)-N,N -dimethylethyla- 
mine 8-chlorotheophyllinate: Dramamine (G. D. Searle & Co.). 


Dimethyl-Tubocurarine lodide for dimethyl ether of d-tubo- 
curarine iodide: Metubine lodide (Eli Lilly & Company). 


Dioxyline Phosphate for 6,7-Dimethoxy-1-(4'-ethoxy-3’-meth- 
oxybenzyl)-4-methylisoquinoline phosphate: Paveril Phosphate 
(Eli Lilly & Company). 


Ethyl Biscoumacetate for 3,3'-carboxymethylenebis(4-hydroxy- 
coumarin)ethyl ester: Tromexan Ethyl Acetate (Geigy Com- 
pany, Inc.). 


Ethyl lodophenylundecylate for ethyl K-(4-iodophenyl)und 
late: Pantopaque (Lafayette Pharmacal Co.). 


Furtrethonium lodide for furfuryltrimethyl i iodide: 
Furmethide lodide (Smith, Kline & French Laboratories). 


Gamma Benzene Hexachloride for 1,2,3,4,5,6, hexachlorocyclo- 
hexane: Gexane (R. J. Strasenburgh Company) and Kwell 
(Commercial Solvents Corporation). 
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Glucosulfone Sodium for 


(dextrose sodium sulfonate): Promin Sodium (Parke, Davis 
& Co.). 


Hexachlorophene for bis-(2-hydroxy-3,5,6-trichloropheny!)meth- 
ane: Hex-O-San (Cole Laboratories, Inc.) and Gamophen 
(Ethicon Suture Laboratories, Inc.). 


Hexobarbital Sodium for sodium 5-(1-cyclohexen-1-yl)-1,5- 
dimethyl barbiturate: Evipal Sodium (Winthrop-Stearns Inc.). 


Hyaluronidase: Alidase (G.. D. Searle & Co.) and Wydase 
(Wyeth, Inc.). 


Hydroxyamphetamine Hydrobromide for p-(2-aminopropyl) 
phenol hydrobromide: Paredrine Hydrobromide (Smith, Kline 
& French Laboratories). 


lodohippurate Sodium for sodium o-iodohippurate dihydrate: 
Hippuran (Mallinckrodt Chemical Works). 


Lactalbumin Hydrolysate: Aminonat (National Drug Com- 
pany). 


Lidocaine Hydrochloride for «-diethylamino-2,6-acetoxylidide 
hydrochloride: Xylocaine Hydrochloride (Astra Pharmaceutical 
Products, Inc.). 


Mephenesin for 3-0-toloxy-1,2-propanediol: Avosyl (Schenley 
Laboratories, Inc.), Dioloxol (G. W. Carnrick Company), Lis- 
sephen (Abbott Laboratories), Oranixon (Organon, Inc.), Sinan 
(Warren-Teed Products, Inc.), Toloxyn (Sumner Chemical 
Company), and Tolserol (E. R. Squibb & Sons). 


Mephentermine and Mephentermine Sulfate for N,«,o-trimethyl- 
phenethylamine and its sulfuric acid salt: Wyamine and Wya- 
mine Sulfate (Wyeth, Inc.). 


Mercumatilin Sodium for sodium salt of 8-beta-hydroxy-mer- 
curi-gamma-methoxy-propyl)-3-carboxy-coumarin theophylline: 
Cumertilin Sodium (Endo Products, Inc.). 


Methaphenilene Hydrochloride for N, N-dimethyl-N’-(2-thenyl)- 
ine monohydrochloride: Diatrine Hydro- 
chloride (William R. Warner and Co., Inc.). 


Meth-Dia-Mer-Sulfonamides for a mixture of equal parts of 
sulfadiazine, sulfamerazine, and sulfamethazine: Trisulfazine 
(The Central Pharmacal Company), Tripazine (Eaton Labo- 
ratories, Inc.), Trionamide (Flint, Eaton & Co.), Metha-Merdi- 
azine (McNeil Laboratories, Inc.), Terfonyl (E. R. Squibb & 
Sons), and Sulfa-Tri-Azine (Marvin R. Thompson, Inc.). 


Methenamine Mandelate for the mandelic acid salt of methen- 
amine: Mandelamine (Nepera Chemical Co., Inc.). 


Methimazole for |-methyl-2 ptoimidazole: Tapazole (Eli 
Lilly & Company). 


Methoxyphenamine Hydrochloride for beta-(o-methoxyphenyl) 
isopropylmethylamine hydrochloride: Orthoxine Hydrochlo- 
ride (The Upjohn Company). 


Methyl Benzethonium Chloride for benzyldimethyl (2-[2-(p- 
1,1,3,3,-tetramethylbutylcresoxy)-ethoxy]-ethyl)ammonium chlo- 
ride: Diaparene Chloride (Homemakers’ Products Corporation). 


Methylecellulose: Cellothyl (Chilcott Laboratories, Division of 
The Maltine Co.), and Syncelose (The Blue Line Chemical 
Company). 


Methylthiouracil for 6-methyl-2-thiouracil: Muracil (Organon, 
Inc.), Thimecil (Physicians’ Drug & Supply Company), and 
Methiacil (Schwarz Laboratories, Inc.). 


Naepaine Hydrochloride for 2-amylaminoethyl p-aminoben- 
zoate hydrochloride: Amylsine Hydrochloride (Novocol Chemi- 
cal Mfg. Co., Inc.). 
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p-Nitrosulfathiazole for 2-p-nitrobenzenesulfonamido)thiazole: 
Nisulfazole (George A. Breon & Company). 


Paramethadione for 3,5-dimethyl-5-ethyloxazolidine-2,4-dione: 
Paradione (Abbott Laboratories). 


Phenisonone Hydrobromide for 3,4-dihydroxy-a-isopropyla- 
minopropiophenone hydrobromide: Not yet commercially 
available. 


Phethenylate Sodium for sodium 5-phenyl-5-(2-thienylhydan- 
toinate: Thiantoin Sodium (Eli Lilly & Company). 


Piperazine Estrone Sulfate: Sulestrex Piperazine (Abbott Labo- 
ratories). 


Piperoxan Hydrochloride for 2-(1-piperidylmethyl)-1,4,benzo- 
dioxan hydrochloride: Benodaine Hydrochloride (Merck & Co., 
Inc.). 


Plantago Ovata Coating: Konsyl (Burton, Parsons & Co.). 


Plasma Hydrolysate for hydrolyzed bovine plasma protein: 
Travamin (Baxter Laboratories, Inc.). 


Polyamine-Methylene Resin: Exorbin (Ayerst, McKenna & Har- 
rison, Ltd.) and Resinat (National Drug Company). 


Potassic Saline Solution (Darrow) for a mixture of potassium 
chloride-sodium chloride-sodium lactate in solution: marketed 
by Don Baxter, Inc. 


Maleate (Formerly Pyranisamine Maleate) for N- 
maleate: Paraminyl Maleate (Buffington’s Inc.), Neo-Antergan 
Maleate (Merck & Co., Inc.), and Dorantamin Maleate (Smith- 
Dorsey Company). 


Salicylanilide (N.F.): Ansadol (William H. Rorer, Inc.). 


Secobarbital and Secobarbital Sodium for 5-allyl-5-(1-methyl- 
butyl)barbituric acid and its sodium salt: Seconal and Seconal 
Sodium (Eli Lilly & Company). 


Sodium Acetrizoate for sodium 3-acetylamino-2,4,6-triiodoben- 
zoate: Urokon Sodium (Mallinckrodt Chemical Works). 


Sodium Psylliate: Sylnasol (G. D. Searle & Co.). 


Sorethytan (20) Monooleate for polyoxyethylene derivative 
sorbitan monooleate: Sorlate (Abbott Laboratories) and Moni- 
tan (Ives-Cameron Co., Inc.). 


Special Gelatine Solution, Intravenous: Knox Special Gelatine 
Solution Intravenous 6% (Knox Gelatine Protein Products Inc.). 


Spirobarbital Sodium for sodium spiro (2'-ethyl-3',5’-dimethyl- 
cyclopentane)-5,5-pyrimidine-2-thio-4,6-dione: Spirothal Sodium 
(Eli Lilly & Company). 


Sulfacetimide and Sodium Sulfacetimide for N-sulfanilylaceta- 
mide and its sodium salt: Sulamyd and Sodium Sulamyd 
(Schering Corporation). 


Terramycin Hydrochloride for antibiotic produced by growth 
of Streptomyces rimosus. 


Thiazolsulfone for Pro- 
mizole (Parke, Davis & Co.). ; 


Tuaminoheptane for racemic 2-aminoheptane: Tuamine (Eli 
Lilly & Company). 


Vitamin B,, (U.S.P.): Rametin (Bio-Ramo Drug Company), 
Cobione (Merck & Co., Inc.), Dodecabee (E. S. Miller Labo- 
ratories, Inc.), Dodex (Organon, Inc.), and Rubramin (E. R. 
Squibb & Sons). 


Zincundesal for a mixture of undecylenic acid, zinc unde- 
cylenate and salicylanilide: Salundek (Wallace & Tiernan 
Products, Inc.). 
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COMMITTEE ON COSMETICS 


The following products have been accepted as conforming 
to the rules of the Committee on Cosmetics. A copy of the 
rules on which the Committee bases its action will be sent 


on application. R. T. Stormont, M.D., Secretary. 


Stork Castile Soap.—A cream colored, lightly perfumed, hard 
milled toilet soap consisting of vegetable oils, intended primarily 
as a cleansing agent for babies. Bar, 97 Gm. Armour and 
Company. 


Bay Rum.—A hydroalcoholic amber colored solution scented 
with Oil of Bay for use as an after shaving lotion. Bottle, 8 
fluidounces, 4 fluidounces, 1 pint. McKesson and Robbins. 


Glycerine and Rose Water.—A clear, colorless lotion contain- 
ing glycerine and rose water, to assist in keeping the skin moist 
and soft. Bottle, 8 fluidounces, 4 fluidounces. McKesson 
and Robbins. 


Hairtone Rose Hair Oiil.—A rose colored scented oily solution 
consisting essentially of petrolatum, intended to enhance the 
natural lustre of the hair and to keep it well groomed. Bottle, 
8 fluidounces, 4 fluidounces. McKesson and Robbins. 


Lanolin Compound.—A scented mixture consisting essentially 
of lanolin and petrolatum, intended to serve as an emollient 
for the skin. Tube, 1% oz. McKesson and Robbins. 


Shavami.—A scented brushless shaving cream consisting essen- 
tially of stearic acid, beeswax, a sulfonated vegetable oil, petro- 
latum, a glycol, an emulsifier and a preservative, intended to 
soften the beard and facilitate shaving. Tube, 454 02z., Jar, 
8% oz. McKesson and Robbins. 


Shaving Lotion.—A clear green, lightly scented hydroalcoholic 
lotion, intended to give the skin a refreshing sensation after 
shaving. Bottle, 4.0z. McKesson and Robbins. 


Tale for Men.—A lightly scented talcum powder consisting 
essentially of talc for use after shaving and for general toilet 
use. Tin, 34% oz. McKesson and Robbins. 


Theatrical Cold Cream.—-A smooth textured scented white 
cream consisting essentially of petrolatum, waxes and water, 
intended to cleanse and soften the skin. Tin, 1 lb. McKesson 
and Robbins. 


Violet Borated Tale.—A scented, borated, untinted dusting 
powder consisting essentially of talc for general use. Canister, 
13 oz. McKesson and Robbins. 


Tawn Brushless Shave.—A lightly perfumed, white cream con- 
sisting essentially of stearic acid, beeswax, sulfonated vege- 
table oil, triethanolamine, a surface active agent and mineral 
oils, intended to facilitate shaving and to lubricate the skin. 
Tube, 4% oz., % oz. McKesson and Robbins. 


Tawn Cologne Deodorant.—A hydroalcoholic solution con- 
taining an aluminum salt as its active ingredient, intended to 
help inhibit the flow of perspiration and to deodorize. Bottle, 
5 fluidounces, ’2 fluidounce. McKesson and Robbins. 


Tawn Lather Shave.—-A lathering cream consisting essentially 
of vegetable oil, stearic acid, potassium hydroxide, a surface 
active agent, fats and oils, intended to soften the beard and 
facilitate shaving. Tube, 4 0z. McKesson and Robbins. 


Tawn Lotion.—A_ hydroalcoholic lotion, tinted and lightly 
scented for use after shaving. Bottle, 5 fluidounces, % fluid- 
ounce. McKesson and Robbins. 


Tawn Shampoo.—A semiviscid soap solution containing cocoa- 
nut fatty acids. Bottle, 5 fluidounces, % fluidounce. McKesson 
and Robbins. 


Tawn Talc.—A lightly perfumed talcum powder consisting 
essentially of talc, intended for after shaving and general toilet 
use. Tin, 4 0z., % oz. McKesson and Robbins. 
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Yodora Deodorant Powder.—A dusting powder consisting 
essentially of talc, bentonite and anti-bacterial agents for 
deodorizing perspiration odor. Tin, 4 oz. McKesson and 
Robbins. 


Lowila Cake.—A cream-colored, sudsing cake containing 
sodium lauryl sulfoacetate in a base composed of a filler, a 
glycol, lactic acid, and a wax, intended for cleansing when 
soap is contraindicated. Bar, 4 0z. Westwood Pharmaceuticals. 


Lowila Liquid.—A light amber colored viscous solution con- 
taining sodium aryl alkyl sulfonate, urea, lactic acid, and 
water, intended as a household cleanser when the use of soap 
is contraindicated. Bottle, 1 pint. Westwood Pharmaceuticals. 


COUNCIL ON FOODS 
AND NUTRITION 


The following products have been accepted as conforming to 
the rules of the Council. James R. Witson, M.D., Secretary. 


H. J. Heinz Company, Pittsburgh. 


HEINZ JUNIOR VEGETABLE Soup. Ingredients: Potatoes, carrots, celery, 
onions, tomato solids, peas, salted butter, sugar, salt, monosodium glu- 
lamate, parsley, rice, yeast extract and water to prepare. 

Analysis (submitted by manufacturer).—Total solids 9.65%, moisture 
90.35%, ash 0.92%, fat (acid hydrolysis) 0.73%, protein (N x 6.25) 
1.03%, crude fiber 0.35%, carbohydrates other than crude fiber (by 
difference) 6.6%, total sugar (as sucrose) 1.21% 


Vitamins and Minerals Per 100 Gm. 
Vitamin A Activity 1645 1.U. 


Calories.—0.36 per gram; 10.4 per ounce. 
Use.—For use in the feeding of older infants and young children. 


HEINZ STRAINED AND HEINZ JUNIOR PEARS WITH LEMON Juice. Ingredi- 
ents: Pears, lemon juice and sugar. ‘ 
Analysis (submitted by manufacturer).—-Total solids 18.79%, moisture 
81.21%, ash 0.32%, fat (acid hydrolysis) 0.26%, protein (N x 6.25) 
0.19%, crude fiber 0.99%, carbohydrates other than crude fiber (by 
difference) 16.70%, total sugar (as sucrose) 12.6%, acidity (as citric) 0. 30%. 


Vitamins and Minerals Per 100 Gm 


Calories.—0.71 per gram; 20 per ounce. 


Use.—For use in the feeding of infants, young children, convalescents 
and others requiring a soft diet. 


Reid Murdoch & Company, Division of Consolidated Grocers Corporation, 
Chicago. 


Monarch Brann Dretetic Pack Sauce consists of the fruit 
itself, packed in water without any added sugar or salt. 

Analysis (submitted by manufacturer).—Available carbohydrates (total 
carbohydrate minus crude fiber) 11.0%, fat (ether extract) 0.3%, protein 
(N X 6.25) 0.2%, ash (minerals) 0.2%, sodium 13.8 mg./100 Gm., potas- 
sium 70 mg./100 Gm. 

Calories.—0.50 per gram; 14.2 per ounce. 

Use.—For use in calory-restricted and other therapeutic diets. 

Monarch Branp Dietetic Pack BLACKBERRIES consists of the fruit 
itself, packed in water without any added sugar or salt. 

Analysis (submitted by manufacturer).—Available carbohydrates (total 
carbohydrate minus crude fiber) 11.0%, fat (ether extract) 0.8%, protein 
(N xX 6.25) 1.0%, ash (minerals) 0.4%, sodium 0.37 mg./100 Gm., potas- 
sium 173 mg./100 Gm. 

Calories.—0.53 per gram; 15.0 per ounce, 

Use.—For use in calory-restricted and other therapeutic diets. 
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MonarcH Brand Dietetic Pack BLACK BING CHERRIES consists of the 
fruit itself, packed in water without any added sugar or salt. 


Analysis (submitted by manufacturer).—Available carbohydrates (total 
carbohydrate minus crude fiber) 11.390, fat (ether extract) 0.50%, protein 
(N xX 6.25) 0.65%, ash (minerals) 0.255, sodium 14 mg./100 Gm., potas- 
sium 163 mg./100 Gm. 

Calories.—0.52 per gram; 14.7 per ounce. 


Use.—For use in calory-restricted and other therapeutic diets. 


MonarcH BranD Dietetic Pack BOYSENBERRIES consists of the fruit 
itself, packed in water without any added sugar or salt. 

Analysis (submitted by manufacturer).—Available carbohydrates (total 
carbohydrate minus crude fiber) 8.0%, fat (ether extract) 0.8%, protein 
(N xX 6.25) 0.6%, ash (minerals) 0.3%, sodium 0.32 mg./100 Gm., potas- 
sium 105 mg./100 Gm. 

Calories.—0.45 per gram; 12.8 per ounce. 


Use.—For use in calory-restricted and other therapeutic diets. 


Monarcu Brand Dirtetic Pack Rep RASPBERRIES consists of the fruit 
itself, packed in water without any. added sugar or salt. 

Analysis (submitted by manufacturer).—Available carbohydrates (total 
carbohydrate minus crude fiber) 8.0%, fat (ether extract) 0.7%, protein 
(N X 6.25) 0.6%, ash (minerals) 0.3%, sodium 0.34 mg./100 Gm., potas- 
sium 109 mg./100 Gm. 

Calories.—0.42 per gram; 12.0 per ounce. 

Use.—For use in calory-restricted and other therapeutic diets. 


Monarch Brand Dietetic Pack ASPARAGUS (WHOLE SPEARS OR CUT) 
consists of the vegetable itself, packed in water without any added salt. 

Analysis (submitted by manufacturer).—Available carbohydrates (total 
carbohydrate minus crude fiber) 3.0%, fat (ether extract) 0.2%, protein 
(N Xx 6.25).1.5%, ash (minerals) 0.5%, sodium 1.0 mg./100 Gm., potas- 
sium 136 mg./100 Gm. 

Calories.—0.20 per gram; 5.7 per ounce. 

Use.—For use in low sodium and other therapeutic diets. 


MonarcH BranD Dietetic Pack SticeD Beets consists of the vegetable 
itself, packed in water without any added salt. 


Analysis (submitted by manufacturer).—Available carbohydrates (total 
carbohydrate minus crude fiber) 9.0%, fat (ether extract) 0.1%, protein 
(N x 6.25) 1.3%, ash (minerals) 0.9%, sodium 18.4 mg./100 Gm., potas- 
sium 172 mg./100 Gm. 

Calories.—0.43 per gram; 12.1 per ounce. 


Use.—For use in low sodium and other therapeutic diets. 


MonarcH Brand Diereric Pack SPINACH consists of the vegetable itself, 
packed in water without any added salt. 

Analysis (submitted by manufacturer).—Available carbohydrates (total 
carbohydrate minus crude fiber) 3.0%, fat (ether extract) 0.4%, protein 
(N x 6.25) 2.7%, ash (minerals) 0.8%, sodium 56 mg./100 Gm., potas- 
sium 244 mg./100 Gm. 

Calories.—0.27 per gram; 7.7 per ounce. 

Use.—For use in low sodium and other therapeutic diets. 


MonarcH Branp Dietetic Pack PINEAPPLE (CRUSHED, SLICED OR 
BITS) consists of the fruit itself, packed in juice without any added sugar 
or salt. 

Analysis (submitted by distributor).—Available carbohydrates (total 
carbohydrate minus crude fiber) 15.0%, fat (ther extract) 0.1%, protein 
(N x 6.25) 0.3%, ash (minerals) 0.4%, sodium 2.9 mg./100 Gm., potas- 
sium 157 mg./100 Gm. 

Calories.—0.62 per gram; 17.6 per ounce. 


Use.—For use in calory-restricted, low sodium and other therapeutic 
diets. 


MonarcH Brand Dietetic Pack Prune PLUMS consists of the fruit itself, 
packed in water without any added sugar or salt. 

Analysis (submitted by manufacturer).—Available carbohydrates (total 
carbohydrate minus crude fiber) 12.0%, fat (ether extract) 0.2%, protein 
(N 6.25) 0.7%, ash (minerals) 0.4%, sodium 0.35 mg./100 Gm., potas- 
sium 170 mg./100 Gm. 

Calories.—0.54 per gram; 15.3 per ounce. 


Use.—For use in calory-restricted, low sodium and other therapeutic 
dicts. 


Monarcw Branp Dietetic Pack Cut GREEN Beans consists of the 
vegetable itself, packed in water without any added salt. 

Analysis (submitted by manufacturer).—Available carbohydrates (total 
carbohydrate minus crude fiber) 3.0%, fat (ether extract) 0.2%, protein 
(N & 6.25) 1.3%, ash (minerals) 0.9%, sodium 2.9 mg./100 Gm., potas- 
sium 98 mg./100 Gm. 

Calories.—0.20 per gram; 5.7 per ounce. 


Use.—For use in low sodium, calory-restricted and other therapeutic 
diets. 
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CONGRESS ON MEDICAL EDUCATION 
AND LICENSURE 


The forty-seventh annual Congress on Medical Edu- 
cation and Licensure was held February 11-13 under 
the sponsorship of the Council on Medical Education 
and Hospitals of the American Medical Association 
and the Federation of State Medical Boards. Over the 
years, this meeting has become a focal point at which 
many groups active in medical education schedule 
important business and scientific meetings. Few con- 
gresses, however, have been the occasion for so many 
important discussions and actions as the last one. The 
interest shown in the program is evident from the offi- 
cial registration of 383, which was the largest on 
record. Total attendance at the congress and related 
meetings exceeded 500. 

A topic of outstanding interest was the report by Dr. 
Howard Rusk, chairman of the Health Resources 
Advisory Committee of the National Security Resources 
Board, in which the author presented the committee’s 
estimates of the need for additional physicians to meet 
the demands of the current emergency and its possible 
sequelae. Dr. Rusk estimated that 22,000 more phy- 
sicians will be needed by 1954 than will be produced 
on a peacetime schedule of medical education. He sug- 
gested that the medical schools should seriously con- 
sider the early return to an accelerated program. No 
decision on this matter was reached, but plans have 
been made for the Joint Committee on Medical Educa- 
tion in Time of National Emergency representing the 
Council on Medical Education and Hospitals and the 
Association of American Medical Colleges to meet with 
Dr. Rusk’s committee at an early date to review the 
entire problem. The chairman of the Joint Committee, 
in discussing Dr. Rusk’s report, reminded the audience 
that in the last 10 years the expansion in enrolments in 
the medical schools has been equivalent to the number 
_of students that would be accommodated by 15 new 
medical schools. Still further increases in enrolments 
are definitely in prospect. 

Another timely report was presented by the sub- 
committee on curriculum of the Joint Committee. It 
set forth a series of suggestions on subjects of impor- 
tance in.a national emergency, such as civil defense, 
bacteriologic and chemical warfare, radiation defense 
and other topics that should receive attention in the 
undergraduate medical curriculum. This statement was 
compiled at the request of the Joint Committee by a 
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group of teachers from the medical schools with the 
assistance of representatives of the Army, Navy, Air 
Force and Public Health Service. It is now being printed 
and soon will be distributed to all medical schools. 

As the program of the congress was developed, a 
thoughtful analysis of the factors that must be con- 
sidered in appraising the adequacy of the supply of 
physicians in the United States during peacetime 
brought out the fact that since 1949 the pendulum has 
shifted and the number of physicians desiring to locate 
or relocate has exceeded the number of communities 
seeking physicians. Such information is especially help- 
ful to those interested in the supplying of medical 
service. 

Much interest also was aroused in a paper describing 
the new approach being followed by the National Com- 
mittee for the Resettlement of Displaced Professionals 
in attempting to find, among the group of displaced 
physicians entering or seeking to enter the United 
States, persons who will fulfil the requirements of insti- 
tutions and communities that have asked the committee 
for assistance in securing the services of physicians. 

The outstanding and continuing advances that have 
been made in adapting the medical curriculum to the 
changing scene in medical knowledge and medical prac- 
tice was summarized in the address of the Chairman of 
the Council on Medical Education and Hospitals. Those 
who have stated that there have been no fundamental 
changes in the medical curriculum in the past 40 years 
overlook the tremendous changes in content, method 
and objectives that have been wrought in the teaching 
of every subject and in the orientation of the curriculum 
as a whole. 

Reports from the Survey of Medical Education and 
its Subcommittee on Preprofessional Education revealed 
the thoroughness and detail with which these studies 
are being undertaken. The analysis of the qualities to 
be desired in a medical student and the proper objec- 
tives of preprofessional education, as presented by the 
chairman of the Subcommittee on Preprofessional Edu- 
cation, constitute one of the finest statements ever made 
on these subjects. 

Considerable interest was aroused by the report of 
the unofficial trial that is being made this year of a 
plan for appointing interns by matching the preferences 
of students and hospitals in a central office. This trial 
is being conducted by the National Interassociation 
Committee on Internships, composed of representatives 
from various organizations interested in the training of 
interns. Actual appointments of interns this year are 
being made in the customary manner, but, if the trial 
unofficial run of the plan proves successful, it may be 
adopted officially another year. 

At the business meeting of the Council on Medical 
Education and Hospitals the Council adopted a state- 
ment modifying its standards with respect to the 
appointment by hospitals of interns and residents who 
are graduates of unapproved medical schools in the 
United States. This statement will be published in an 
early issue of THE JOURNAL. 

Seventeen hospitals were added by the Council to 
its list of hospitals approved for internship training. 
Nine hospitals were removed from the approved list for 
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failure to meet standards. Residency programs approved 
include five in general practice and 44 in the various 
specialties. In addition, the Council accepted for regis- 
tration a total of 65 hospitals, whose names appear on 
page 667 of this issue of THE JOURNAL. Final plans for 
a survey and inspection of schools for x-ray technicians 
to be conducted by the American College of Radiology 
in cooperation with the Council on Medical Education 
and Hospitals were reviewed. 

Five foreign medical schools were added to its list 
of foreign schools by the Council on Medical Education 
and Hospitals and the Executive Council of the Asso- 
ciation of American Medical Colleges. The addition of 
the four medical schools in Belgium and the University 
of Sao Paulo in Brazil brings to 49 the number of 
foreign medical schools whose graduates the Council 
and the Association of American Medical Colleges 
recommend be given consideration on the. same basis 
as graduates of approved medical schools in the United 
States. 

Another important business meeting was that of the 
Joint Committee on Medical Education in Time of 
National Emergency. The statement recently issued by 
the National Advisory Committee to the Selective Ser- 
vice System with respect to the deferment of residents 
was discussed at length. This statement will be sent to 
all hospitals and medical schools in the near future. 
It is estimated that the demand of the armed forces for 
physicians in priorities 1 and 2 under the physician 
draft act is such that hospitals should plan on having 
approximately 25 per cent fewer residents next year. 

At the business meeting of the Advisory Board for 
Medical Specialties applications from several groups 
for approval of new certifying boards were considered 
but no new boards were approved. It was indicated, 
however, that arrangements might be made to consoli- 
date several of the proposed new boards with existing 
boards. The secretary of the Advisory Board announced 
the result of a poll of the boards regarding credit to 
be granted for military training in qualifying for exami- 
nation by the various boards. All boards reporting 
indicated that they would give special consideration to 
qualified candidates who were being called into service 
and who were being sent overseas so as to permit them 
to take their examination at the earliest opportunity. 
A summary of this poll, including the amount of credit 
that each board will give for military service, will 
appear in THE JOURNAL in the near future. 

This summary of the hightlights of the forty-seventh 
annual congress reflects the tremendous amount of con- 
sideration being devoted today to medical education 
and related problems. There are few subjects of more 
concern to the medical profession, educators, the armed 
forces, in fact, even the public at large. This focussing of 
attention reveals all facets of the problem of medical 
education and the supplying of physicians, but of equal 
importance, it also suggests that solution can be ob- 
tained with careful study and cooperation, plus a little 
patience. The fact that such a meeting can be held with 
free exchange of information and suggestions is indica- 
tive of what can be accomplished. 
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THE AMERICAN MEDICAL 
EDUCATION FOUNDATION 


An important decision that will interest every phy- 
sician was made by the board of directors of the 
American Medical Education Foundation at its recent 
meeting, when it was voted that individual physicians 
may designate the medical school or schools to which 
they wish their contributions to the Foundation to go. 
When the funds collected by the Foundation are dis- 
tributed to the medical schools, each school will be 
given the names of those who have specified that their 
contribution be given to that school together with the 
amount of each individual’s contribution. 

This decision was made in response to suggestions 
from many physicians who have expressed the desire 
to support the medical profession’s effort to provide 
substantial assistance to the medical schools through 
the Foundation but who at the same time have wanted 
to demonstrate their allegiance to one or more specific 
institutions with which they have been associated. Phy- 
sicians who have already sent their contributions to the 
Foundation may request that they be assigned to a par- 
ticular school by writing to the Secretary-Treasurer of 
the Foundation, 535 North Dearborn St., Chicago 10. 

Another major development with respect to the 
Foundation was the action of the Board of Trustees of 
the American Medical Association two weeks ago in 
voting that the Association would assume all the oper- 
ating and overhead costs of the Foundation. This means 
that every dollar contributed to the Foundation will be 
passed on to the medical schools without deduction for 
expenses of any kind. In some fund-raising programs 
a substantial part of the contributions must be used to 
defray the costs of conducting the campaign. The action 
of the Board of Trustees of the American Medical 
Association removes this problem for those contributing 
to the Foundation. Following the appropriation by the 
Board of Trustees of one-half million dollars as a 
nucleus for the 1951 fund to be raised by the Founda- 
tion, this latest action further demonstrates the support 
that the Trustees are giving to this new and important 
undertaking by the medical profession. 

To insure that the Foundation will receive the widest 
possible support from the individual members of the 
profession, the directors of the Foundation have voted 
to ask each state medical society to request its county 
and district societies to establish local committees to 
secure contributions to the Foundation from their mem- 
bers. It is urged that each county and district society 
respond to this request and appoint committees that 
will be working actively and systematically on this 
important project within the next few weeks. 

The support of the Foundation already demonstrated 
by editorials and articles that have appeared in a num- 
ber of the state and county society journals has been 
very encouraging. It is hoped that the state and county 
societies will seize this further opportunity to make the 
Foundation a resounding success. 

Most medical schools operate on budgets for a fiscal 
year that begins in June or July. If the Foundation is 
to render assistance to the medical schools this year, 
each school should be notified of its share of the funds 
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collected by May or early June at the latest so that it 
may plan accordingly in making preparations for the 
next fiscal and academic year. It is important, therefore, 
that those who plan to contribute to the Foundation do 
sO as promptly as possible, so that definite plans for 
early distribution of the funds collected can be made. 
Elsewhere in this issue (advertising page 26) will be 
found a contribution blank that can be used con- 
veniently by those desiring to contribute. 

At their recent meeting the directors elected the 
following officers of the Foundation for the coming 
year: Dr. Elmer L. Henderson, president; Dr. Harvey 
B. Stone, vice president, and Dr. Donald G. Anderson, 
secretary-treasurer. The next meeting of the directors 
will be held in April, at which time it is hoped that it 
will be possible to estimate on the basis of contributions 
received the amount of support that the Foundation 
can provide the medical schools this year. 


INTRAVENOUS USE OF AMINO 
ACIDS AFTER INJURY 


An increase in the rate of tissue protein breakdown is 
one of the oldest known features of the metabolic 
changes after injury. As a corollary to this well estab- 
lished observation is the problem as to whether any 
build-up of tissue protein occurs at the same time. 
Some workers believe that injury actually inhibits tissue 
protein synthesis, a view which is usually expressed 
as the “antianabolic theory.” If this theory is correct, 
one may rightly infer that there is no use giving protein 
food to patients after acute injury. If the amino acids 
from the fed protein are all deaminized and used as a 
source of energy, it is argued, why not limit the food 
intake to dextrose (and fat)? This question is especially 
important in patients whose intake must be limited to 
the intravenous channel, for in such cases as simple a 
regimen as possible has many practical advantages. 

An experimental study by Madden ' has thrown con- 
siderable light on the utilization of amino acids given 
intravenously during and after an acute injury. The 
findings have been reported in a symposium on nutri- 
tion published under the auspices of the Robert Gould 
Research Foundation. Using radioactive methionine 
together with an adequate mixture of the other essen- 
tial amino acids all given intravenously, Madden first 
showed that, in the uninjured control animals, the 
intravenous injection caused no increase in the excre- 
tion of either nitrogen or sulfur. After acute injury, 
as produced by turpentine abscesses, the excretion of 
nitrogen increased in two experiments by 57 and 48 
per cent and of sulfur by 38 and 49 per cent, respec- 
tively. The various tissues were then analyzed for radio- 
activity in each series of experimental animals, i. e., the 
injured as well as the uninjured. No difference was ob- 
served between the two groups except in the plasma 
proteins, and here the acutely injured animals showed 


1. Madden, S. C.: Plasma Protein Formation in Diseased States, in 
Youmans, J. B.: Plasma Proteins, vol. 2: Symposia on Nutrition of the 
Robert Gould Research Foundation, Springfield, Il., Charles C Thomas, 
Publisher, 1950, p. 62. 

1. Tamm, I.; Kilbourne D., and Horsfall, F. L., Jr.: Proc, Soc. 
Exper. Biol. & "Med. 75: 89 yen 1950 
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a greater activity than the uninjured controls. Madden 
attributed this to the greater production of: fibrinogen 
following injury. However, the fact that radioactive 
sulfur was incorporated into the tissues just as readily 
or more readily after acute injury certainly indicated 
that some anabolism of protein is active despite in- 
creased catabolism. Madden suggested that the unbal- 
anced protein metabolism that occurs after injury is 
largely one of accelerated protein breakdown. 

From these observations it is fair to assume that 
exogenous protein after acute injury is not used solely 
as a source of energy. It seems clear that methionine at 
least is incorporated into the body tissues after trauma. 
It is likely that other amino acids behave in the same 
manner. These experiments do not prove that full or 
even normal protein synthesis occurs under these con- 
ditions, for it may be that exogenous amino acids sup- 
ply some specific need entire!’ apart from synthesis. 

There seems little or no support for the idea that 
amino acids after injury are useless in protein nutrition 
and that, if given, they merely act as a source of energy. 
Many factors are obviously involved in the utilization 
of amino acids after injury, such as the previous nutri- 
tional state of the patient, the level of hepatic glycogen, 
the degree and kind of operation and of endocrine 
response and the type of anesthesia. Nevertheless, it is 
important that one realize that amino acids are nutri- 
tionally useful even in the face of accelerated protein 
catabolism with its increased total nitrogen loss. Food is 
an important requirement under most, if not all, condi- 
tions, and protein seems no exception to this rule. 


ANTIGENIC ANALYSIS OF 
INFLUENZA VIRUSES 


According to Horsfall ' and associates of the Rocke- 
feller Institute, the influenza B virus isolated in the 
New York area during the 1950 epidemic was so differ- 
ent from previous strains as to throw doubt on the 
desirability of continuing the use of the routine Lee 
strain exclusively in prophylactic immunization. Using 
the chick embryo technic, the Rockefeller Institute phy- 
sicians isolated four strains of influenza B virus from 
hospitalized patients. They had for comparison the 
routine Lee virus and five strains isolated by the same 
technic during previous epidemics (1945, 1947, 1949). 
Antigenic analyses were made by means of strain spe- 
cific rabbit, hamster and ferret antiserums. With the 
rabbit antiserums the nine strains were qualitatively 
identical but showed decided quantitative differences. 
One antiserum, for example, contained 1,024 inhibiting 
units when tested against the 1947 strain, but had only 
96 units when tested against the 1950 virus. Qualitative 
differences, however, were noted with hamster anti- 
serums. For example, a hamster antiserum with 512 
inhibiting units against the routine Lee virus contained 
no demonstrable antibodies against any one of the four 
1950 strains. This suggests that a high degree of routine 
anti-Lee immunity would have no prophylactic effects 
against influenza B virus found in 1950 in the New 
York area. Thus it is possible that it will be necessary 
to use a polyvalent influenza B vaccine in the future 
rather than to depend on the Lee strain exclusively. 
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THE SCIENTIFIC EXHIBIT, ATLANTIC CITY 
SESSION, JUNE 11-15, 1951 


There is every indication that the attendance at the Atlantic 
City Session in 1951 may be the largest in the history of the 
Association. One of the “straws in the wind” is the number of 
applications for space in the Scientific Exhibit. Four hundred 
and twenty-five applications have been received to date, and 
they are still coming in. Ninety applications for time on the 
motion picture program have been received. 


From all this material, an exceptionally good program can 
be built. Following are several special features to be presented: 


1. Fracture Exhibit—Treatment of the following fractures 
will be demonstrated—wrist, ankle, vertebrae, shoulder, carpal 
navicular and elbow. 

2. Exhibit Symposium on Overweight.—In addition to a 
series of exhibits, there will be a small room in an adjacent 
area for question and answer conferences and for the showing 
of a new film on overweight which has been made with the 
cooperation of the Metropolitan Life Insurance Company, U. S. 
Public Health Service and the American Medical Association. 

3. Fresh Pathology Exhibit—The Sections on Pathology and 
Physiology and Urology are cooperating on an exhibit on 
fresh pathology. 

4. Industrial Noise-—The Section on Preventive and Indus- 
trial Medicine and Public Health will present a group of 
exhibits on industrial noise, with the cooperation of the Council 
on Industrial Health and the Council on Physical Medicine 
and Rehabilitation of the American Medical Association, and 
the Committee on Conservation of Hearing of the American 
Academy of Ophthalmology and Otolaryngology. 

5. Discussants in the Scientific Exhibit—The Section. on 
Urology is inaugurating a new feature in the Scientific Exhibit. 
At certain specified hours each afternoon, there will be some- 
one present to discuss all the exhibits in the Section on Urology, 
going from exhibit to exhibit. 


MEDICAL LEGISLATION 


FEDERAL 


Aid to Medical Education 


A commission to make a study of aid to medical education, 
which would’ make recommendations to Congress, is proposed 
in H. R. 2571 by Representative Burnside of West Virginia. 
The commission would be composed of 12 members as follows: 
(1) four appointed by the President of the United States, two 
from the executive branch of the government and two from 
private life; (2) four appointed by the President of the Senate, 
two from the Senate and two from private life, and (3) four 
appointed by the Speaker of the House of Representatives, two 
from the House of Representatives and two from private life. 
Of each class of two members mentioned above the member- 
ship shall be equally divided between the two major political 
parties. The duties of the commission would be to determine 
the nature and extent of emergency aid necessary and to deter- 
mine the nature and extent of such long range aid as may be 
necessary. It would study, assemble and evaluate such facts 
as would permit Congress to be adequately informed on this 


The summary of federal legislation was prepared by the Washington 
Office of the American Medical Association and the summary of state 
legislation by the Bureau of Legal Medicine and Legislation. 


subject. “Any recommendation made by the commission shall 
be presented in a manner compatible with the preservation of 
the professional independence and initiative identified with 
medical education and research.” The commission is authorized 
to hold hearings and to take such testimony as it sees fit and is 
authorized to secure directly from any government agency, on 
request, Such information as it deems pertinent. A report deal- 
ing with recommendations for emergency aid must be made 
to the present Congress before the second session convenes. 
The commission would also be required to report its findings 
and recommendations to Congress concerning long range aid 
in this program before the expiration of the Eighty-Second 
Congress. 


Students’ Armed Forces Training Corps 


Representative Rogers of Florida introduced H. R. 2563, 
which would provide for the creation of a Students’ Armed 
Forces Training Corps. It proposes that technicians, specialists 
and other scientifically trained personnel serving in the armed 
forces would continue their studies at their own schools while 
undergoing preliminary military training. The program would 
utilize existing schools and colleges which, by reason of the 
service of students in the armed forces, might otherwise be 
forced to close. This program is similar to the Students’ Army 
Training Corps of World War I. 


Additional Hospital Care for Veterans 


H. R. 2418,” introduced by Representative Rankin of Mis- 
Sissippi, proposes to provide greater security for veterans of 
the Spanish-American War, the Boxer Rebellion and the Philip- 
pine Insurrection, by granting them emergency hospital care 
by the Veterans’ Administration. The bill was introduced at the 
request of Spanish-American War veterans and seeks to amend 
an existing law providing for outpatient treatment for all 
veterans of these wars by granting them emergency hospital 
care incident to treatment in connection with outpatient care. 


Child Life Research 


A bill to provide for research relating to child life and 
development was introduced by Representative Javits of New 
York as H. R. 2477. The bill proposes to disseminate infor- 
mation as to the practical application of such research by 
parents, professional persons and others. It is identical with 
H. R. 1879, previously reported. 


STATE 


Arizona 


Bills Introduced.—H. 174, proposes an appropriation for the establish- 
ment of a state wide preventive mental health program. S. 85, proposes to 
authorize the superintendent of state hospitals for the insane, in the 
event that a dead body is not claimed within seventy-two (72) hours after 
death, or upon written consent of a surviving spouse, nearest of kin or 
legal representative, to authorize a post mortem examination on the body, 
the examination to be of such scope and nature as the superintendent 
may deem mecesary or advisable to promote knowledge of the human 
organism and the disorders to which it is subject. 


Arkansas 


Bill Introduced.—H. 336, proposes to require any physician, surgeon or 
optometrist who sells any kind of appliances or devices in connection with 
his practice, to itemize each and every bill rendered to patients showing 
the cost to the patient of the appliance or device and the cost to the 
patient of the professional service rendered. 


California 


Bills Introduced.—S. 824, to amend the law relating to dan drugs, 
proposes that the term “dangerous drug” shall include, in addition to 
drugs already named, phenylhydantoin, antibiotics, except for topical 
use, hypnotic drugs when combined and compounded with nonhypnotic 
drugs and estrogenic and androgenic substances except whole glands and 
external preparations containing 10,000 units or less per ounce. No person 
may furnish such drugs without the prescription of a physician, dentist, 
chiropodist, or veterinarian. S. 960, proposes to authorize the state board 
of public health to regulate and examine applicants desiring to practice as 

laboratory technicians, or desiring to operate a clinical laboratory. 
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S. 978, proposes an appropriation to the state department of health for the 
chronic disease program. S. 1011, proposes that no patient or inmate of 
a state hospital shall be subjected to electric shock therapy without the 
consent of his nearest relative. 


Connecticut 


Bills Introduced.—H. 1220 and S. 692 propose the creation of a state 
board of examiners for physical therapists and define physical therapy 
to mean the treatment of any bodily or mental condition of any person 
by the use of the physical, chemical and other properties of heat, light, 
_ water, electricity, masage and therapeutic exercise which includes posture 
and rehabilitation procedures. The use of roentgen rays and radium for 
diagnostic and therapeutic purposes and the use of electricity for surgical 
purposes including cauterization are not authorized by the proposals. A 
physical therapist would be a person practicing physical therapy under 
the prescription, supervision and direction of a person licensed* to prac- 
tice medicine and surgery. H. 1497, proposes the establishment of a 

ssion on mental health to promote efficiency and economy through 

more informed planning of expansion of facilities and through acceleration 

me cure by improved methods of therapy. S. 690, proposes the creation of 

iliness fund to assist residents of the state by furnishing 

ciaimmnenenes for the amount of reasonable charges for treatment and 

medication for catastrophic illness which exceed 10 per cent of the 
resident’s income. 


Bill Introduced.—S. 63, proposes the creation of a state educational 
research service to disseminate information concerning the influence of 
on human health and behavior. 


Illinois 


Bills Introduced.—H. 133, proposes regulations for the incorporation of 
voluntary health services corporations. S. 87, proposes to authorize 
the department of registration and education to issue limited licenses to 
practice ine to persons who have received training in a school in 
good standing with the board and who have been appointed a resident 
physician in a hospital maintained by the state to participate in a 
specialized training program. A limited license would entitle the physician 
to practice medicine only in the hospital designated on his license. 


Kansas 

Bills Introduced.—H. 230, to amend the osteopathic practice act, would 
permit osteopaths to engage in, and be licensed as, osteopathic physicians 
and osteopathic physicians and surgeons. H. 235, amends the law relating 
to the disposition of certain unclaimed ’ ies and the use 
of such bodies by the department of anatomy of the medical school of 
the University of Kansas. 


Maine 


Bills Introduced.—S. 243, proposes regulations which would authorize 
the board of medical examiners to issue reciprocity certificates. S. 268, 
proposes to authorize the establishment at the University of Maine of a 
college of medicine which should meet the standards approved by the 
Council on Medical Education of the American Medical Association. 


Massachusetts 


Bills Introduced.—H. 1336, proposes an enactment of a disability bene- 
fits law. H. 1355, proposes the enactment of a non-industrial disability 
compensation act. S. 389, proposes the creation of a board of re 
of chiropractors and defines chiropractic as the science of locating and 
removing by hand adjustment only, interference with the transmission or 
expression of nerve force in the human body, by the correction of mis- 
alignment of subluxations of the vertebral column. It excludes operative 
surgery, prescription or use of drugs or medicine, or the practice of 
obstetrics, except that the x-ray and analytical instruments may be used 
solely for the purpose of examinations. 


Minnesota 


Bill Introduced.—S. 525, proposes the enactment of a law to provide a 
state wide system of medical assistance to needy individuals. 


Nevada 
Bill Introduced.—S, 55, proposes the enactment of a basic science law. 


New Hampshire 


Bill Introduced.—S. 16, proposes, among other things, to authorize the 
board of medical e to issue temporary five-year licenses to alien 
physicians who have taken out their first citizenship papers and who are 
otherwise qualified for a license. If the alien becomes a citizen during the 
five years, he may be granted a permanent license. 


New Jersey 


Bill Introduced.—A. 331, proposes regulations whereby persons who 
have served as a resident physician in any state, county or general hospital 
in the state for a term of at least ten years may be licensed to practice 
medicine. 


New Mexico 


Bills Introduced.—S. 129, proposes the creation of a board of naturo- 
examiners and defines naturopathy as that philosophy and system 

of the healing art, embracing prevention, diagnosis and treatment of 
human ills and functions by the use of several properties of air, light, heat, 


J.A.M.A., March 3, 1951 


cold, water, manipulation, with the use of such nutritional substances as 
are naturally found in and required by the body, excluding drugs, surgery, 
x-ray and radium therapy and the use of x-ray equipment. S. 130, proposes 
regulations for the licensing and registration, by the secretary of state, 
of persons desiring to practice physical therapy, which is defined to mean 
the treatment of patients by physical means including various modalities 
of electricity, heat, massage, exercise and water. 


New York 


Bills Introduced.—A. R. 93, proposes the appointment of a joint legis- 
lative committee to investigate and study the extent and scope of mental 
retardation in the state. A. 1878, to amend the law relating to physio- 
therapists, proposes to authorize such persons to use the roentgen ray or 
x-ray. A. 1931 and S. 1655 propose the creation of a commission to 
examine and study the broad problem of sex deviation and the relation 
between that problem and our society. A. 1963, proposes regulations 
authorizing the department of state to issue licenses to infant care 
cians. S. 1699, proposes that it shall be unlawful for anyone who has not 
had a course at an acredited college in rad technic to fit or 
measure any person for shoes by means of roentgen ray or x-ray. 


Ohio 


Bills Introduced.—H. 410, proposes the creation of a state board of 
examiners and defines chiropractic as the science of treating 
pens ailments by manipulations and adjustment of the spine and other 
structures of the human body, and the use of such mechanical, physio- 
therapeutic, dietetic, hygienic and sanitary measures as are incident to 
the care of the human body. The practice of chiropractic would be 
restricted to those methods taught in the chiropractic colleges and 
institutions recognized by the Ohio state board of chiropractic examiners 
and would not include the treatment of venereal disease, the use of drugs 
for which a prescription of a medical doctor must be submitted upon 
purchase, the use of x-ray or radium for therapeutic purposes or the 
performance of major surgery. S. 87, proposes the enactment of a 
temporary disability law. 


Pennsylvania 
Bills Introduced.—H. 35, proposes to authorize the state board of 
education and licensure to grant licenses to a resident of the 
commonwealth who, at the time of becoming a member of the armed 
forces, was in all other respects qualified according to law but was 
prevented from taking the examination by reason of his enlistment, induc- 
tion of being commissioned into the armed forces. H. 48, proposes the 
creation of a state board of chiropractic examiners and defines chiro- 
practic as a philosophy, science and art of things natural with the human 
body, a system of locating misaligned or displaced vertebrae of the 
human spine, the procedure preparatory to and the adjustments by hand 
of such misaligned or displaced vertebrae and other articulations and 
tissues of the human body together with the use of scientific instruments 
of analysis. H. 76, proposes to authorize the use in any prosecution 
involving the parentage of a child of the results of blood grouping tests 
made to determine whether or not the defendant can be excluded from 
the probability of being the father. Such tests could also be used in civil 
proceedings. The tests must be made by qualified physicians appointed 
by the court and the results would be admissible in evidence only where 
definite exclusion of the defendant or other party is indicated. S. 62, S. 63, 
S. 64 and S. 65 propose appropriations to the Hahnemann Medical Col- 
lege for various purposes. S. 120, proposes an appropriation to the 
Jefferson Medical College for the maintenance and support of an Insti- 
tute of Endocrine and Cancer Research. 


South Carolina 


Bills Introduced.—H. 1096 and S. 46 propose to require all applicants 
for a marriage license to present a certificate signed by a physician licensed 
to practice medicine in this or in other state certifying that, in the 
opinion of such physician, the applicant is not infected with syphilis in a 
communicable stage. 

Bill Enacted.—S. 130, was approved February 14, 1951. It provides an 
appropriation of $50,000 for the of crippled children by th 
state department of health. 


Texas 


Bill Introduced.—H. C. R. 26, proposes to memorialize the Texas mem- 
bers of the House of Representatives and Senators in the United States 
Congress to resist legislation setting up medicine or compulsory 
health insurance. H. 47, relating to the licensing of practical n 
amended in the House by inserting a provision which would make it 
unlawful for any licensed, practical nurse to be a member of any group, 
organization, association or union which advocates or recognizes the right 
to strike or which permits its members to engage in an organized work 
stoppage. S. 204, proposes to make it unlawful for any barbiturates to be 
sold except by drug stores licensed by the state board of pharmacy and 
upon the written prescription of persons licensed to practice medicine, 
dentistry, veterinary medicine or chiropody. 


Vermont 


Bills Introduced.—H. 155, to amend the law relating to osteopathy, 
proposes to require all licentiates to renew their license annually and to 
present, at the time of such renewal, evidence of having attended a two-day 
annual refresher course sponsored by the Vermont Association of Osteo- 
pathic Physicians and Surgeons. H. 157, proposes the creation of scholar- 
ships for the purpose of training doctors, dentists and public health 
nurses for service in the state of Vermont. H. 170, proposes to direct 
the state health commission to survey and study the care, treatment and 
rehabilitation of chronically ill persons in the state. 
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MEDICAL NEWS 


CALIFORNIA 


Society’s Blood Bank Receives Award.—The San Francisco 
Junior Chamber of Commerce presented its San Francisco 
Award to the Irwin Memorial Blood Bank of the San Fran- 
cisco Medical Society January 18. The award was given “in 
appreciation for the outstanding humanitarian Service . . .” 
and “in recognition of the accomplishments made during its 
9% years of existence in fostering, developing and promoting 
the donation of blood for the use of the citizens of San Fran- 
cisco, and of the encouragement of volunteers to assist in its 
day-to-day operation.” 


CONNECTICUT 


Medical Treatment of Atom Bomb Casualties.—A _ special 
course on this subject is being given at Yale University School 
of Medicine, New Haven. The 11 lectures, on 11 successive 
Monday afternoons at 4: 00 p. m., began February 19 in Brady 
Auditorium. Physicians are invited to attend without charge 
but are asked to register at the office of Postgraduate Medical 
Education at the university. Remaining lectures are as follows: 


March 4, Ernest C. Pollard, Ph.D., Physics of the Atom Bomb. 

March 12, John H. Heller, Radiation Sickness. 

March 19, Averill A, Liebow, Hematology and Its Part in a Medical 
Program for Atom Bombings. 

March 26, Max Taffel, General Surgical Considerations of Atom Bomb- 


ings. 

April 2, Dr. Taffel, Burns from Atom Bombings. 

April 9 and 16, William T. Salter, Therapy. 

April 23, Franklin Hutchinson, Ph.D., Decontaminating Radioactive 
Material. 

April 30, William R. Willard, Medical Mobilization. 


FLORIDA 


Crossroads Cancer Seminar.—The Florida State Board of 
Health, the Florida Division of the American Cancer Society 
and the department of medicine of the Graduate School of 
the University of Florida announce that cancer seminars will 
be held at various points in Florida in March and April. The 
schedule is as follows: March 6, San Carlos Hotel, Pensacola; 
March 7, Health Department Building, Panama City; March 8, 
Memorial Hospital, Tallahassee; March 9, Blanch Hotel, Lake 
City; April 3, Ocala; April 4, Nurses Educational Building, 
Orlando; April 5, Sebring Hotel, Sebring, and April 6, Fort 
Myers. The program in each city will begin at 2 p. m. There 
will also be an evening session. No tuition fee will be charged. 
Lectures in the northern part of the state will be given by Dr. 
Samuel A. Wilkins Jr., associate professor of surgery, Emory 
University, Emory, Ga. The lectures in the middle and southern 
parts of Florida will be delivered by Dr. Ralph R. Braund, 
professor of oncology-surgery, University of Tennessee, Mem- 
phis. This is the second year the Crossroads Seminar on 
Cancer has been offered. 


GEORGIA 


Report of Warm Foundation.—The Georgia Warm 
Springs Foundation has reported that it carried a record load 
of 973 patients for 60,908 hospital days in the 1949-1950 
fiscal year ended last September 30. The treatment figures are 
the largest since the foundation was founded in 1927. Three 
fourths of the patients treated received March of Dimes finan- 
cial aid from local chapters of the National Foundation for 
Infantile Paralysis. Patients came from 44 states, the District 
of Columbia, Hawaii, Puerto Rico and 16 foreign countries. 
One third of the patients were 5 to 14 years of age and another 
third 15 to 24. The average stay was two months; a few 
patients stayed more than a year. The foundation has continued, 
also, its work as a center for professional training. 


Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitais, 
education and public health. Programs should be received at least two 
weeks before the date of meeting. 


ILLINOIS 


Honor Dr. Grulee.—Dr. Clifford G. Grulee, Evanston, re- 
ceived the annual Parents’ Magazine Medal Award for Out- 
standing Service to Children January 31. It was presented at 
a luncheon at the Hotel Biltmore, New York, attended by over 
50 leaders in the field of child health, welfare and education. 
Dr. Grulee was cited for his work as pioneer and leader for 
more than 45 years in the field of pediatrics. He was head of 
the department of pediatrics, Rush Medical College, 1924-1941 
and is emeritus consulting pediatrician, Presbyterian Hos- 
pital. Dr. Grulee was instrumental in founding the American 
Academy of Pediatrics, of which he has been secretary for 
many years. Also noted were his activities as editor of the 
A. M. A. American Journal of Diseases of Children and as 
author of standard textbooks on pediatrics. Dr. Grulee started 
the first infant welfare station in Chicago with Dr. Henry F. 
Helmholtz, now of Rochester, Minn. He still serves as a director. 
Guest speaker at the luncheon was Dr. Howard A. Rusk, pro- 
fessor and chairman of the department of physical medicine and 
rehabilitation at New York University-Bellevue Medical Center. 
The Parents’ Magazine Medal Award for Outstanding Service 
to Children has been given annually for the past 20 years. 


Chicago 

Aid to the Cerebral Palsied.—The Cerebral Palsy Association 
of Illinois has given $17,000 to two Chicago hospitals to further 
their work in the treatment of children with cerebral palsy. 
Mercy Hospital received $10,000 for its cerebral palsy clinic 
and Michael Reese Hospital $7,000 for operation of its thera- 
peutic nursery for cerebral palsied children. 


School Gets Subsidiary Scholarship.—The Chicago Medical 


~ School has received a $10,000 subsidiary scholarship from the 


Sears-Roebuck Foundation. Such a scholarship subsidizes the 
schoo! for the difference between what a student pays in tuition 
during four years and the sum the school expends in the same 
period for his training. ? 


Personals.—Dr. William B. Wartman, chairman, department of 
pathology, Northwestern University Medical School, and di- 
rector of laboratories at Wesley and Passavant hospitals, has 
been elected a trustee of the American Board of Pathology —— 
Dr. Hans Popper, associate professor of pathology in North- 
western University Medical School, has been appointed to the 
editorial board of Gastroenterology. Dr. Popper also is director 
of the pathological laboratories at Cook County Hospital. 


Dr. MacEachern to Direct Hospital Professional Relations.— 
Dr. Malcolm T. MacEachern, retired director of the American 
College of Surgeons, has been appointed director of profes- 
sional relations of the American Hospital Association, effective 
March 1. Dr. MacEachern is a past president of the association, 
received its award of merit in 1941 and is currently president 
of the American Protestant Hospital Association. He is also 
director of the course in hospital administration at North- 
western University and will continue this affiliation. 


MASSACHUSETTS 


Specialists Train for Southeast Asia Assignments.—The Harvard 
School of Public Health began on February 5 an intensive train- 
ing course for physicians, nurses and sanitary engineers who 
have been assigned to public health work in Southeast Asia 
under the auspices of the Economic Cooperative Administration. 
The health specialists are on loan from the U. S. Public Health 
Service to ECA for its $16,000,000 health program in Burma, 
Thailand, Indo-China and Indonesia. Nineteen students en- 
rolled for the first period at Harvard. On March 5 they will 
return with 30 others for six weeks’ work to acquaint them 
with the specific health problems of the countries where they 
are to serve. The entire course will last three months. Dr. 
Hugh R. Leavell, professor and head of the department of 
public health practice, will direct the training. 
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MICHIGAN 


Personals.—Dr. George L. Waldbott of Detroit has been elected 
honorary member of the Spanish Society of Allergy ——Dr. 
Charles P. Anderson, Eloise, became medical director to the 
Detroit department of health and assistant to the health com- 
missioner on January 2. He has recently been connected with 
the Wayne County health department. 


Institute on Air Pollution—An Air Pollution Institute for city 
officers, engineers, attorneys and health officers will be held at 
Michigan State College, East Lansing, March 7-8. The institute, 
planned by the Division of Industrial Health, Michigan Depart- 
ment of Health and the college, with the assistance of rep- 
resentatives of the Michigan Municipal League and private 
industry, will review the health, engineering and legal aspects 
of air pollution control. Model air pollution control ordinances 
will be presented. Speakers include John Soet,-director of the 
Division of Industrial Health; State Health Commissioner Dr. 
Albert E. Heustis, Lansing, and H. B. Lammers, Cincinnati, 
chairman of the Coal Producers Committee for Smoke Abate- 
ment; Fred M. Searle, Grand Rapids city attorney, and Clarence 
H. Elliott, Jackson city manager; Dr. Vergil N. Slee, Hastings, 
director, Barry County Health Department, and Kenneth E. 
Robinson, consulting ventilation supervisor of the Division of 
Industrial Health; C, H. Pesterfield and Jesse M. Campbell, 
Michigan State College, will speak on combustion problems and 
their relation to air pollution. Lorin Miller, dean of the school 
of engineering, will summarize the meetings. The institute is 
expected to foster the formulation of local air control programs. 


MINNESOTA 


Hench and Kendall Receive Foundation Award.—The Masonic 
Foundation for Medical Research and Human Welfare, New 
York, presented an Award of Merit to Dr. Philip S. Hench and 
Edward C. Kendall, Ph.D., of the Mayo Clinic, Rochester, 
February 15, for their contributions to the study of rheu- 
matic fever. The ceremony, telecast over the Dumont Tele- 
vision Network, was part of a two day conference on progress 
made in studies for the past three years by six medical research 
units working on rheumatoid diseases under grants from the 
Grand Lodge, Free and Accepted Masons of New York State. 
The foundation established the program of rheumatic fever 
restarch in 1948 and has contributed over $600,000 to its sup- 
port. Currently a million dollar campaign is being carried on 
by members of the fraternity for the continued support of this 
program and other charities. 


NEW JERSEY 


Personal.—The staff of Atlantic City Hospital honored Dr. 
David B. Allman, who is retiring after 30 years as chief of 
surgery at the hospital, at a dinner on January 20 at Haddon 
Hall. About 200 guests were present. 


Morris County Society Programs.—The Morris County Medical 
Society has arranged the following programs for its meetings 
at the Chilcott Laboratories, Morris Plains. On March 15 at 
8:30 p. m. Dr. Charles H. Smith will speak on “Care of the 
Sick Child.” At the April 19 meeting at 8: 30 p. m. Dr. Sidney 
C. Werner, New York, will address the society on “Use of 
Radioactive lodine in Treatment and Diagnosis of Thyroidism.” 


NEW YORK 


County Society Postgraduate Lectures.—The Medical Society 
of the State of New York and the State Department of Health 
have arranged the following postgraduate lectures for county 
societies. On March 9 the Wayne County Medical Society and 
the Edward J. Barber Hospital of Lyons will hear Dr. Abraham 
H. Aaron, Buffalo, speak on “Treatment of Epigastric Distress 
Following Meals” at their meeting 11:00 a. m. to 1:00 p. m. 
at the Hotel Wayne, Lyons. Dr. Frederick W. Williams, New 
York, will speak on “Gangrene, Infection and the Management 
of the Surgical Diabetic” before members of the Rensselaer 
County Medical Society meeting March 13 at 8:30 p. m. at 
the Leonard Hospital Staff House in Troy. Dr. Eldridge Camp- 
bell, Albany, will address the Utica Academy of Medicine 
March 15 at 8 p. m. at the Hotel Utica in Utica. His subject 
will be “Head Injuries.” 
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New York City 


Seventh Harvey Lecture.—Choh Hao Li, Ph.D., associate pro- 
fessor of biochemistry, University of California, Berkeley, will 
deliver the Seventh Harvey Lecture of the current series at the 
New York Academy of Medicine on March 15. Dr. Li will 
speak on: “Present Knowledge of Growth and Adrenocortico- 
tropic Hormones.” 


Society News.—The New York Tuberculosis and Health Associ- 
ation elected Dr. Wilson G. Smillie as president at its annual 
election of officers January 23. Mr. Myron I. Borg Jr. was 
elected to the newly created office of president-elect; Dr. 
Foster Murray, Brooklyn, to first vice president; Mr. Frank S. 
Hackett, second vice president; Dr. Anthony J. Lanza, secre- 
tary, and Mr. Stuart W. Cragin, treasurer. 


Annual Safety Convention.—At a four day conference in New 
York beginning April 3, New York’s annual Safety Convention 
and Exposition will put emphasis on the problems of civil 
defense. Twq hundred safety experts from many parts of the 
country will address the convention’s 53 sessions at the Statler 
and Governor Clinton hotels. The convention is sponsored by 
the Greater New York Safety Council with the aid of 62 
national and local cooperating agencies, chambers of com- 
merce, city and state government bureaus, insurance associa- 
tions, industrial management and civic organizations. Latest 
technics in accident prevention and methods of education in 
safety in the home, industry, traffic and all other fields will be 
discussed, and prepared papers will be delivered by authorities 
from most of the states of the union. John Cost, director of 
plant and personnel supervision of the New York Telephone 
Company, is general chairman. George E. Decker, Aetna 
Casualty & Surety Company, heads the program committee. 


PENNSYLVANIA 


Foss Diagnostic Clinic Opens.—The new million and a half 
dollar diagnostic clinic at the George F. Geisinger Memorial 
Hospital, Danville, has been opened for patients. The dedicatory 
address was delivered by Dr. Donald C. Balfour, emeritus 
director of the Mayo Foundation, Rochester, Minn. Others on 
the program included Dr. Henry W. Cave, New York, president 
of the American College of Surgeons; Dr. Harold B. Gardner, 
Wilkes-Barre, president of the Medical Society of the State of © 
Pennsylvania, and Dr. Arthur W. Allen, Boston, chairman of 
the board of regents, American College of Surgeons. The new 
institution has been named the Foss Clinic in honor of Dr. 
Harold L. Foss, who for many years has been chief surgeon at 
the hospital. 


Philadelphia 


Dr. Selye to Lecture.x—Mu chapter of Phi Delta Epsilon is 
bringing Dr. Hans Selye, Montreal, to Philadelphia for its 
annual lectureship. Dr. Selye, director of the Institute of 
Experimental Medicine and Surgery of the University of Mon- 
treal, will speak on “Recent Progress in the Study of the General 
Adaptation Syndrome” at 8:15 p. m. March 14 in the Mc- 
Clellan Hall at Jefferson Medical College. All physicians are 
invited. 


TEXAS 


Seminar on Myasthenia Gravis.—Dr. Henry R. Viets, lecturer 
in clinical neurology at Harvard Medical School and librarian 
of the Boston Medical Library, gave a series of seminars and 
discussions early in February on “Applications of Neuro- 
anatomy to Clinical Neurology” and “Neurological Injury in 
Poliomyelitis.” It is expected that Dr. Viets will return to 
Texas March 13 and offer another series of seminars at the 
Medical Branch on myasthenia gravis. 


Typhoid.—Dr. George W. Cox, Austin, Texas State Health 
Officer, has furnished details of an outbreak of typhoid reported 
in THE JOURNAL, February 10, page 416. The investigation 
revealed that all the patients, now reported to be 12 in number 
instead of 17, were residents of a city of 8,350 population. All 
had eaten at a church banquet attended by 175 persons. Eight 
cases occurred in children 5 to 9 years of age. The investigators 
are of the opinion that the outbreak was food borne. No carrier 
has been found. 
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VIRGINIA 


Gill Memorial Hospital Congress.—The annual Spring Congress 
of Gill Memorial Eye, Ear and Throat Hospital will be held 
April 2-7 at the Patrick Henry Hotel in Roanoke. Clinical 
demonstrations will be given at the hospital. Twenty-three of 
the faculty of the congress are invited speakers. Guests of honor 
include Major General Raymond W. Bliss, Surgeon General, 
U. S. Army, Washington, D. C.; Dr. Jerry W. Conn, Ann 
Arbor, Mich.; Dr. Albert D. Ruedemann, Detroit; R. Townley 
Paton, New York; C. Stewart Nash, Rochester, N. Y.; John R. 
Lindsay, Chicago. The matriculation fee is $75 for the full 
course or $40 for half the program. Recent advances and 
accepted methods of treatment will be presented by means of 
clinical lectures, lantern slides, motion pictures and surgical 
demonstrations. 


GENERAL 


Epilepsy Institute Meeting Dates Changed.—The date of the 
Third Western Institute on Epilepsy, which wili be held in Salt 
Lake City, has been changed from June 15-17 to June 22-24. 


Joint Meeting on Care of the Patient.—A meeting of the Joint 
Commission for the Improvement of the Care of the Patient 
will be held March 9-10 at the Drake Hotel, Chicago. The 
commission is made up of representatives from the American 
Medical Association, the American Hospital Association, and 
the nursing associations: American Nurses’ Association, Na- 
tional League of Nursing Education and the National Organiza- 
tion for Public Health Nursing. 


National Health Council Meeting.—The annual luncheon and 
meeting of the National Health Council will be held at 12: 30 
p. m. March 24 at the Hotel Roosevelt, New York. Dr. Willard 
C. Rappleye of Columbia University College of Physicians and 
Surgeons, New York, will speak on “Personnel—Key to Effec- 
tive Health Programs.” The afternoon session will consist of a 
symposium on early case-finding programs. The discussion will 
be led by a panel of cancer, diabetes, heart, eye and tuber- 
culosis experts. 


Annual Amputee Conference—The Fifth Annual Amputee 
Conference of the Kessler Institute for Rehabilitation will be 
held at the institute, Pleasant Valley Way, West Orange, 
N. J., April 5-7. Subjects under discussion will include basic 
surgery and suction socket prosthesis; anatomy and funda- 
mentals of locomotion, and demonstration of training technics. 
At the close of the session there will be a round table on 
surgical, prosthetic and training aspects. The conference is 
open to doctors, limb makers, therapists and other rehabilita- 
tion personnel. The registration fee is $5. 


Annual Seminar in Pathology.—The annual seminar of the Sec- 
tion on Clinical Pathology of the Philadelphia County Medical 
Society, jointly sponsored by the Pathological Society of Phila- 
delphia and the College of American Pathologists, will be held 
in the county society building March 8 at 9: 00 a. m. Morning 
papers will be presented by members of the staff of the Uni- 
versity of Pennsylvania and Jefferson Medical College and the 


afternoon papers by members of the staff of Hahnemann Medi- | 


cal College, the Graduate School of Medicine of the University 
of Pennsylvania and the College of Physicians and Surgeons of 
Columbia University, New York. 


Conference on Premedical Education.—The fourth Regional 
Conference on Premedical Education, sponsored by Alpha 
Epsilon Delta in cooperation with the University of Alabama, 
Tuscaloosa, will be held March 23-24 in the Physics Building. 
“Educational Problems in the Preparation for the Study of 
Medicine” will be discussed by Dean Marten ten Hoor, Ph.D., 
of the University of Alabama and Joseph E. Markee, Ph.D., of 
Duke University School of Medicine, Durham, N. C. Round 
tables on “Preparation and Qualification of Students for the 
Study of Medicine” will be held on Friday afternoon and will 
be resumed Saturday morning, when admission problems will 
be discussed. At the banquet Friday at 7:00 p. m. Chauncey 
D. Leake, Ph.D., vice president, University of Texas Medical 
Branch, Galveston, will speak on “The History of the Tradition 
of Service.” This conference is part of the National Convention 
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of Alpha Epsilon Delta being held March 21-24, at which time 
it is honoring the founders and celebrating 25 years of service 
to premedical students. 


Book on Animals in Medical Progress.—Dr. Anton J. Carlson, 
emeritus professor of physiology of the University of Chicago, 
was reelected president of the National Society for Medical 
Research at the annual meeting on February 11. Dr. Andrew'C. 
Ivy, head of the Chicago Professional Colleges of the Uni- 
versity of Illinois, was reelected secretary-treasurer. Approval 
and authorization by the board of directors was given for the 
publication of an illustrated book summarizing the contributions 
of animals to medical progress and the welfare of human 
beings. The society will also produce a series of 13 television 
films based on real life visits to outstanding scientific institutions 
throughout the country. 


Rheumatism Foundation Fellowships.—The Arthritis and Rheu- 
matism Foundation has awarded eight physicians and scientists, 
nominated by teaching institutions throughout the country, 
stipends of $4,000 to $6,000 for a year of intensive studies in 
the basic sciences related to rheumatic disease. These are the 
first fellowships to be granted by the two year old foundation. 
Recipients are Dr. Simon Zivin, Chicago; Dr. Max W. Biggs, 
Oakland, Calif.; Dr. George Cytroen, Brookline, Mass.; Dr. 
William Paul Deiss Jr., Madison, Wis.; Dr. Felix E. Demartini 
Bayville, Long Island, N. Y.; Dr. Ralph A. Jessar, Philadelphia; 
Myron Usdin, Columbus, Ohio, and Dr. Morris Ziff, New York. 
The fellowships are to be awarded or renewed on an annual 
basis. 


International Congress of Anesth ——An_ International 
Congress of Anesthesiology, organized by the French Associa- 
tion of Studies on Anesthesia and Anesthesiology, under the 
patronage of the Council. on Coordination of International 
Congresses of Medical Sciences, will be held in Paris Septem- 
ber 20-22 at the Nursing School of the Salpetriere, 47 Boul. de 
l'Hospital. The congress will be open to all persons interested 
in anesthesia and reanimation. The scientific program 
includes: 
M. Cara, Paris, Graphic Recording of Physiological Functions in the 
Course of Anesthesia. 
M. Van de Walle, Louvain, Natural Curare Derivatives. 
M. Bovet, Rome, and M. Huguenaud, Paris, Synthetic Curare Com- 
pounds: Theoretical Report; Clinical Application. 


M. Thalheimer, Paris, Establishment of an International Movement of 
Study on Anesthesiology. 


Cinematographic meetings will also be held. Reports will be 
published in Anesthesia and Analgesia (volume 8, June 1951). 
The official languages of the congress are French, English, 
Spanish and Italian. The text of typewritten communications, 
in duplicate and limited to five pages, should be transmitted 
to the secretary on or before Sept. 20, 1951, and will be 
published in Anesthesia and Analgesia in February 1952. The 
membership fee is 5,000 francs; family members, 2,500 francs, 
and the banquet by subscription, 3,000 francs. Information 
may be obtained by the Office of the Secretary of the Congress, 
12 Rue de Seine, Paris 6°, France. 


Surgeons Sectional Meeting in Portland.—The fifth sectional 
meeting of the American College of Surgeons will be held 
in Portland, Ore., March 26-27, with headquarters at Hotel 
Multnomah. Attendance will be largely from California, 
Nevada, Oregon, Washington, Alberta and British Columbia, 
although there is no geographic restriction. The medical ses- 
sions will open at 8:30 with the showing of medical motion 
pictures. On the first morning subjects to be discussed include 
management of gangrene in peripheral vascular disease, chest 
injuries, fractures about the ankle joint, and diagnosis and 
management of functional complaints. Panel discussions on 
the first afternoon will be on neck surgery and acute chronic 
osteomyelitis. On the first evening at a dinner meeting Robert 
H. Sweeney, president of the University of Portland, will speak 
on “Society’s Cancer.” At 8:30 there will be a symposium on 
cancer and a hospital conference. On the second morning at 
the scientific session the following topics will be discussed: 
surgical treatment of congenital pulmonary emphysema in the 
newborn, amputation in peripheral vascular disease, use of anti- 
coagulants in surgery, and rational use of preoperative and post- 
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anesthetic medication. In the early afternoon there will be a 
medical motion picture session followed at 2: 00 by two panel 
discussions, “Emergencies Arising During Operation” and 
“Proper Relationship Between Patient, Physician, Consultant 
and Hospital.” = 


Chronic Illness Conference.—The first national conference of 
the newly organized Commission on Chronic Illness will be held 
in Chicago March 12-14. Delegates will represent voluntary and 
Official health agencies, professional organizations and persons 
working in all fields related to problems of chronic illness. The 
aim of the conference, according to Dr. Morton L. Levin, 
Chicago, staff director of the commission, is to determine how 
chronic disease can be attacked at its roots through prevention. 
Leonard W. Mayo, chairman of the Commission on Chronic 
Illness and general director of the Association for the Aid of 
Crippled Children, New York, will preside at the conference's 
general sessions. Dr. Levin will direct the conference, with Mrs. 
Lucille M. Smith, Public Health Service, Washington, D. C., 
as associate director. The national Commission on Chronic 
Illness was founded in 1949 by the American Medical Associa- 
tion, American Hospital Association, American Public Health 
Association and the American Public Welfare Association; it 
is now an independent national agency. Agencies contributing 
to the’ financial support of the new commission are the Amer- 
ican Cancer Society, American Heart Association, American 
Medical Association, National Foundation for Infantile Paraly- 
sis, National Society for Crippled Children and Adults, National 
Tuberculosis Association, New York Foundation and the U. S. 
Public Health Service. 


Nine Borden Awards.—Nine American scientists were presented 
Borden Awards of a gold medal and $1,000 during 1950 for 
outstanding research related to food and nutrition in the United 
States and Canada. Eight professional and scientific associations 
administer the program. Those receiving awards having medical 
implications include: Dr. Gerty T. Cori, St. Louis, cited by the 
Association of American Medical Colleges for “fundamental, 
original contributions to the understanding of carbohydrate 
metabolism; her patience ingenuity and insight in the solution 
of intricate chemical problems; and the inspiration she has 
brought to her colleagues.” Dr. Cori is professor of bio- 
chemistry, Washington University School of Medicine, St. 
Louis. With her husband she was joint recipient of the 1947 
Nobel Prize in Medicine and Surgery. 

Margaret A. Ohlson, Ph.D., East Lansing, Mich., cited by the 
American Home Economics Association for her fundamental 
and thorough studies on the nutritional status of women, energy 
metabolism and the metabolism of nitrogen and certain minerals 
and vitamins. Dr. Ohlson is professor and head, department of 
foods and nutrition, Michigan State College, East Lansing. 

George A. Richardson, Ph.D., Corvallis, Oregon, selected by 
the American Chemical Society for original and fundamental 
studies on the physicochemical properties of milk. Dr. Richard- 
son is professor of dairy husbandry and dairy chemistry, 
Oregon State College in Corvallis. 

Henry C. Sherman, Ph.D., New York, cited by the American 
Institute of Nutrition, for his recent researches dealing with 
fundamental nutrition and the nutritive properties of milk and 
“his more than 40 years of continuous contributions to the 
science of nutrition.” He is Mitchill professor emeritus of 
chemistry, Columbia University, New York. 

Dr. Joseph A. Warkany, Cincinnati, selected by the Amer- 
ican Academy of Pediatrics for his researches on the influence 
of dietary privation of the mother on the causation of the 
congenital deformities in the fetus. Dr. Warkany is a fellow of 
Children’s Hospital Research Foundation and associate profes- 
sor of pediatrics, University of Cincinnati College of Medicine. 


FOREIGN 


Occupational Medicine Days.— During the International Textile 
Exhibition at Lille, France, April 26 to May 20, two days, 
May 5 and 6, will be reserved for occupational medicine in the 
textile industry. Applications for attendance should be made to 
Dr. Marcel Marchand, 76, Rue Jean-Bart, 76, Liile, France. 


Yaws Control in Thailand.—Buddhist temples in villages and 
towns of Rajburi Province, (Thailand) serve both as clinics and 
as living accommodation for itinerant teams of medical work- 
ers launching large scale yaws control operations, according to 
the World Health Organization. The United Nations Inter- 
national Children’s Emergency Fund is paying for penicillin 
supplies, equipment and international personnel for the yaws 
control project, the first of its kind in Thailand. WHO provides 
technical direction. In seven months of operations, treatment 
has arrested the infectious stage of yaws in more than 11,000 
cases. It is estimated that the disease affects 200,000 persons in 
Thailand. Since the village schools are situated next to the 
temples, there is no difficulty in surveying the prevalence of 
yaws among school children, After April 1 the international 
staff for the project will begin training 88 sanitary inspectors 
and 15 medical officers so that yaws control operations may 
progressively be extended to cover effected areas in other parts 
of Thailand. 


CORRECTION 


Cryotherapy.—Later information concerning the answer to the 
query on cryotherapy in THE JOURNAL, Jan. 6, 1951, page 60, 
indicates that the temperature of liquid oxygen as published 
was erroneous and should have been — 279.3 F. This source 
also gave the temperature for liquid nitrogen as — 320 F. and 
for solid carbon dioxide as approximately — 109 F. 


MEETINGS 


ALABAMA, MEDICAL ASSOCIATION OF THE STATE OF, Mobile, April 19-21. 
Dr. Douglas L. Cannon, 519 Dexter Ave., Montgomery, Secretary. 

AMERICAN ACADEMY OF GENERAL PRActice, San Francisco, March 19-22. 
Mr. Mac F. Cahal, 406 W. 34th St., Kansas City 2, Mo., Exgcutive 
Secretary. 

AMERICAN ACADEMY OF NEUROLOGY, Cavalier Hotel, Virginia Beach, Va., 
April 11-13. Dr. Joe R. Brown, Mayo Clinic, Rochester, Minn., Sec- 
retary. 

AMERICAN ASSOCIATION FOR CLEFT PALATE REHABILITATION, Bellevue- 
Stratford Hotel, Philadelphia, April 27-28. Dr. Robert L. Harding, 813 
N. Second Street, Harrisburg, Pa., Chairman. 

AMERICAN ASSOCIATION FOR THORACIC SuRGERY, Atlantic City, April 16-18. 
Dr. Brian Blades, 901 Twenty-Third St. N.W., Washington 7, D. C., 
Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Detroit, March 21-23. Dr. 
N L. Hoerr, 2109 Adelbert Road, Cleveland 6, Secretary. 

AMERICAN ASSOCIATION OF INDUSTRIAL PHYSICIANS AND SURGEONS, Atlantic 
City, N. J., April 23-27. Dr. Frederick W. Slobe, 28 E. Jackson Blvd., 
Chicago 4, Managing Director. 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, Cleveland, 
April 26-28. Dr. Alan R. Moritz, 2085 Adelbert Road, Cleveland 6, 
Secretary. 

AMERICAN ASSOCIATION OF RAILWAY SURGEONS, Drake Hotel, Chicago, 
April 3-5. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 

AMERICAN COLLEGE OF PHYSICIANS, St. Louis, April 9-13. Mr. E. R. Love- 
land, 4200 Pine St., Philadelphia 4, Executive Secretary. 

AMERICAN PsycHosomatic Society, Chalfonte-Haddon Hall, Atlantic City, 
N. J., April 28. Dr. Sydney G. Margolin, 714 Madison Ave., New York 
City 21, Secretary. ; 

AMERICAN SURGICAL ASSOCIATION, Washington, D. C., April 11-13. Dr. 
Nathan A. Womack, University Hospitals, lowa City, Secretary, 

ARKANSAS Mepicat Society, Little Rock, April 23-25. Dr. William R. 
Brooksher, 100 N. 16th St., Fort Smith, Secretary. 

CuHicaGo Mepicat Society ANNUAL CLINICAL CONFERENCE, Palmer House, 
Chicago, March 6-9. Dr. Walter C. Bornemeier, 30 N. Michigan Bivd., 
Chicago 2, Secretary. 

CONFERENCE ON CHRONIC DiseASE—PREVENTIVE Aspects, Edgewater Beach 
Hotel, Chicago, March 12-14. Dr. Morton L. Levin, 535 N. Dearborn 
St., Chicago, Director. 

FLORIDA MEDICAL AssOcIATION, Holywood Beach Hotel, Hollywood, April 
22-25. Dr. Robert B. Mclver, P. O, Box 1018, Jacksonville, Secretary. 

GEORGIA, MEDICAL ASSOCIATION OF, Bon Air Hotel, Augusta, April 17-20. 
Dr. Edgar D. Shanks, 478 Peachtree St. N.E., Atlanta, Secretary. 

lowa State Mepicat Society, Sioux City, April 23-26. Dr. Allan B. 
Phillips, 406 Sixth Ave., Des Moines 9, Secretary. 

MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF, Balti- 
more, April 24-25. Dr. George H. Yeager, 1211 Cathedral St., Balti- 
more 1, Secretary. 
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MICHIGAN POSTGRADUATE CLINICAL INSTITUTE, Book-Cadillac Hotel, Detroit, 
March 14-16. Dr. L. Fernald Foster, 2020 Olds Tower, Lansing 8, 
Secretary. 

Mip-CONTINENT PSYCHIATRIC ASSOCIATION, Kansas City, Mo., March 31- 
April 1. Dr. Paul Hines, 2625 W. Paseo, Kansas City, Mo., Secretary. 
Missourt STATE MEDICAL AssOcIATION, Municipal Auditorium, Kansas 
City, April 22-25. Dr. H. E. Petersen, 634 N. Grand Blvd., St. Louis 3, 

Secretary. 

NATIONAL SOCIETY FOR THE PREVENTION OF BLINDNESS, Hotel New Yorker, 
New York, March 28-30. Dr. Franklin M. Foote, 1790 Broadway, New 
York 19, Executive Director. 

New ORLEANS GRADUATE MEDICAL ASSEMBLY, Municipal Auditorium, New 
Orleans, March 5-8. W. D. Beacham, 1430 Tulane Ave., New 
Orleans 12, Secretary. 

NortH PaciFic SOCIETY OF NEUROLOGY AND PsycHiAtry, Victoria, B. C., 
Canada, April 20-21. Dr. Gerhard B. Haugen, Mayer Bidg., Portland, 
Ore., Secretary. 

Onto STATE MEDICAL ASSOCIATION, Netherland Plaza Hotel, Cincinnati, 
April 24-26. Mr. Charles S. Nelson, 79 E. State St., Columbus 15, 
Executive Secretary. 

SECTIONAL MEETINGS, AMERICAN COLLEGE OF SURGEONS: 

Philadelphia, Hotel Bellevue-Stratford, March 5-7. Dr. W. Emory Bur- 
nett, 3401 N. Broad St., Philadelphia 40, Chairman. 

New Haven, Conn., Hotel Taft, March 16-17. Dr. Gustaf E. Lindskog, 
789 Howard Ave., New Haven, Chairman. 

Portland, Ore., Multnomah Hotel, March 26-27. Dr. Louis P. Gambee, 
833 S.W. Eleventh Ave., Portland 5, Chairman. 

Denver, Colo., Cosmopolitan Hotel, April 5-7. Dr. Kenneth C. Sawyer, 
1820 Gilpin St., Denver 6, Chairman. 

SOUTHEASTERN SECTION, AMERICAN UROLOGICAL ASSOCIATION, Peabody 
Hotel, Memphis, Tenn., March 7-10. Dr. Russell B. Carson, Sweet 
Bidg., Fort Lauderdale, Fla., Secretary. 

SOUTHEASTERN SURGICAL CONGRESS, Hollywood Beach Hotel, Hollywood, 
Fla., April 11-14. Dr. Benjamin T. Beasley, 45 Edgewood Ave. S.E., 

. Atlanta 3, Ga., Secretary. 

SOUTHERN SOCIETY OF ANESTHESIOLOGISTS, Brown Hotel, Louisville, Ky., 
April 20-21. Dr. John Adriani, Charity Hospital, New Orleans 12, 
Secretary. 

SOUTHWEST ALLERGY ForuM, San Antonio, Texas, April 8-10. Dr. Boen 
Swinney, 224 Medical Arts Bldg., San Antonio 5, Secretary. 

TENNESSEE STATE MEDICAL ASSOCIATION, Nashville, April 9-11. Mr. V. O. 
Foster, 706 Church St., Nashville 3, Executive Secretary. 

UniteD StaTes-MExico BorDer Pustic HEALTH AssociaTION, Los Angeles, 
April 4-6. Dr. M. F. Haralson, 314 U. S. Court House, El Paso, Texas, 
Secretary. 


International 


INTERNATIONAL CONGRESS OF GYNECOLOGY, Maison de la Chimie, Centre 
Marcellin, Paris, France, June 23-29. Dr. Maurice Fabre, 1, rue Jules- 
Lefebvre, Paris IX, General Secretary. 

INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHARMACY, Paris, 
France, June 17-23. Physician General Dutrey, 8, bis, rue de Recollets, 
Paris X, Secretary General. 

INTERNATIONAL CONGRESS OF ORTHOPEDIC SURGERY AND TRAUMATOLOGY, 
Stockholm, Sweden, May 21-25. Sten Friberg, Karolinska Instituts 
Ortopediska Klinik, Stockholm, Congress Secretariat. 

PaN AMERICAN CONGRESS ON MEDICAL EpucaTion, Lima, Peru, May 14-18. 
Dr. Carlos F. Krumdieck, Washington 914, Lima, Secretary General. 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 


ALABAMA: Montgomery, June 26-28. Sec., Dr. D. G. Gill, 519 Dexter 
Ave., Montgomery. 

ALASKA:* Juneau, March 13. Qualified applicants may request a special 
examination in other towns where board members are located. Sec., 
Dr. W. M. Whitehead, Box 140, Juneau. 

ArRIZONA:* Examination. Phoenix, April 17-19. Reciprocity. Phoenix, April 
21. Sec., Dr. J. H. Patterson, 316 W. McDowell Road, Phoenix. 

ARKANSAS: * Regular. Little Rock, June 14-15. Sec., Dr. Joe Verser, Harris- 
burg. Homeopathic. Fort Smith, June 7-8. Sec., Dr. Carl S. Bungart, 
105 N. 14th St., Fort Smith. Eclectic. Little Rock, June 7-8. Sec., 
Dr. C. H. Young, 1415 Main St., Little Rock. 

CALIFORNIA: Written. San Francisco, June 25-28 and Aug. 20-23. Oral. 
San Francisco, June 23 and Los Angeles, August 18. Oral and Clinical 
Examination for Foreign Medical School Graduates. San Francisco, June 
24 and Los Angeles, August 19. Sec., Dr. Frederick N. Scatena, 1020 N 
St., Sacramento 14. 

CONNECTICUT: * Examination. Hartford, March 13-14. Sec. to the Board, 
Dr. Creighton Barker, 160 St. Ronan St., New Haven. Homeopathic. 
Derby, March 13-14. Sec., Dr. Donald A. Davis, 38 Elizabeth St., 
Derby. 

District oF CoLumsBtia:* Reciprocity. Washington, March 12, Sec., Dr. 
Daniel L. Seckinger, 4130 E. Municipal Bldg., Washingt 

Fioripa:* Examination. Jacksonville, June 24-26 
Pearson, 701 DuPont Bidg., Miami. 

GeorGia: Atlanta, June. Augusta, June. Sec., Mr. R. C. Coleman, 111 

State Capitol, Atlanta. 


on. 
. Sec., Dr. Homer L. 
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GuaM: The Commission on Licensure will meet whenever a candidate 
appears or submits his credentials. Ex. Sec., Dr. John Y. Battenfield, 
Agana. 

ILLINOIS: Chicago, April 10-12. Supt. of Regis., Mr. Charles F. Kervin, 
State House, Springfield. 

INDIANA: Indianapolis, June 20-22. Exec. Sec., Miss Ruth V. Kirk, 1138 
K. of P. Bidg., Indianapolis 4. 

lowa: * Written. lowa City, June 11-13. Sec., Dr. M. A. Royal, 506 
Fieming Bidg., Des Moines. 

KANSAS: Kansas City, June 6-7. Sec., Dr. O. W. Davidson, 864 New 
Brotherhood Building, Kansas City. 

KENTUCKY: Louisville, June @8. Sec., Dr. Bruce Underwood, 620 S. 3rd 
St., Louisville. 

Louisiana: New Orleans, June. Sec., Dr. Roy B. Harrison, 1507 Hibernia 
Bank Bldg., New Orleans 12. 

Maine: Portland, March 12-13. Sec., Dr. Adam P. Leighton, 192 State 
St., Portland. 

MARYLAND: Baltimore, June 19-22. Sec., Dr. Lewis P. Gundry, 1215 Cathe- 
dral St., Baltimore 1. Homeopathic. Baltimore, June 19-20. Exami- 
nation. Sec., Dr. John A. Evans, 612 W. 40th St., Baltimore. 

MINNESOTA:* Minneapolis, April 17-19. Sec., Dr. Julian F. DuBois, 230 
Lowry Medical Arts Bldg., St. Paul 2. 

MississipPi: Jackson, June. Asst. Sec., Dr. R. N. Whitfield, Jackson 113. 
Missouri: Examination. Jefferson City, Feb. 19-21. Reciprocity. Jefferson 
City, Feb. 12. Ex. Sec., Mr. John A. Hailey, Box 4, Jefferson City. 
MonTANA: Helena, April 2-4. Sec., Dr. S. A. Cooney, 214 Power Block, 

Helena. 

NEBRASKA: * June 1951. Director, Mr. Oscar F. Humble, Room 1009, 
State Capitol Bldg., Lincoln. 

New HAMPSHIRE: Examination. Concord, March 14-15. Sec., Dr. John S. 
Wheeler, 107 State House, Congord. 

New Jersey: Examination. Trenton, June 19-22. Sec., Dr. E. S. Hallin- 
ger, 28 W. State St., Trenton. 

New Mexico: * Santa Fe, April 10-11. Sec., Dr. Charles J. McGoey, 
Coronado Bidg., Santa Fe. 

New York: Albany, Buffalo, New York and Syracuse, June 26-29. Sec., 
Dr. Jacob L. Lochner, Jr., 23 S. Pearl St., Albany 7, 

NortH CaArOLina: Endorsement. Pinehurst, May 7. Examination, Raleigh, 
June 18-21. Sec., Dr. Joseph J. Combs, 419 Professional Bidg., Raleigh. 

NortH Dakota: Grand Forks, July 4-7. Sec., Dr. C, J. Glaspel, Grafton. 

On10: Examination. Columbus, June 19-21. Endorsement. Columbus, April 

Sec., Dr. H. M. Platter, 21 W. Broad Street, Columbus. 

OKLAHOMA: * Examination. Oklahoma City. June 6-7. Sec., Dr. Clinton 
Gallaher, 813 Braniff Bidg., Oklahoma City. 

PENNSYLVANIA: Examination. Philadelphia and Pittsburgh, July. Reci- 
procity. Philadelphia and Pittsburgh, March 6-7, Acting Sec., Mrs. M. G. 
Steiner, 351 Education Bldg., Harrisburg. 

Puer1o Rico: Examination. Santurce, March 6. Sec., Mr. Luis Cueto 
Coll, Box 3717, Santurce. 

RHODE ISLAND:* Examination. Providence, April 5-6. Chief, Division of 
Professional Licensing, Mr. Thomas B. Casey, 366 State Office Bldg., 
Providence. 

SOUTH CAROLINA: Examination. Columbia, June 25-27. Reciprocity. Colum- 
bia, March 5, April 2 and May 15. Sec., Dr. N. B. Heyward, 1329 
Blanding St., Columbia. 

TENNESSEE:* Examination. Memphis, March 21-22. Sec., Dr. H. W. Qualls, 
1635 Exchange Bldg., Memphis 3. 

Texas:* Examination. Austin, June 14-16. Sec., Dr. M. H. Crabb, 1714 
Medical Arts Bidg., Fort Worth 2. 4 

UrtaH: Salt Lake City, July 1951. Dir., Mr. Frank E. Lees, 324 State 
Capitol Bldg., Salt Lake City 1. 

VirGiIn IsLanps: St. Thomas, Jume 12. Sec., Dr. Earle M. Rice, St. 
Thomas. 

WISCONSIN:* Milwaukee, July 10-12. Sec., Dr. C. A. Dawson, River Falls. 

WYOMING: Examination. Cheyenne, June 4. Sec., Dr. Franklin D. Yoder, 
Capitol Bldg., Cheyenne. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

Arizona: Examination. Tucson, March 20. Sec., Mr. Francis A. Roy, 
Room 427, Liberal Arts Bldg., University of Arizona, Tucson. 

ARKANSAS: Examination. Little Rock, May 8-9. Sec., Mr. L. E. Gebauer, 
1002 Donaghey Bldg., Little Rock. 

Cotorapo: Examination. Denver, March 7-8. Sec., Dr. Esther B. 

' Starks, 1459 Ogden St., Denver 3. 

Drstrict oF CotumBia: Examination. April 23-24. Sec., Dr. Daniel L. 
Seckinger, 4130 E. Municipal Bidg., Washington. 

FLoripa: Examination. Gainesville, June 2. Sec., Mr. M. W. Emmel, 
University of Florida, Gainesville. ' 

MINNESOTA: Examination, Minneapolis, April 3-4. Sec., Dr. Raymond N. 
Bieter, 105 Millard Hall, University of Minnesota, Minneapolis 14, 

NEBRASKA: Examination. Omaha, May 8-9. Director, Bureau of Examining 
Boards, Mr. Oscar F. Humble, 1009 State Capitol Bldg., Lincoln 9. 

New Mexico: Examination. Sante Fe, March 18. Sec., Mrs. Marguerite 
Cantrell, Box 1592, Santa Fe. 

OKLAHOMA: Examination. Oklahoma City, March 27. Sec., Dr. Clinton 
Gallaher, 813 Braniff Bldg., Oklahoma City. 

OREGON: Examination. Portland, March 3. Sec., Mr. Charles D. Byrne, 
University of Oregon, Eugene. 

SouTH Dakota: Examination. Vermillion, June 15-16. Sec., Dr. Gregg M. 
Evans, 310 E. 15th St., Yankton. 

TENNESSEE: Examination. Memphis, July 5-6. Sec., Dr. O. W. Hyman, 
874 Union Ave., Memphis. 

Texas: Examination. Latter Part of April. Sec., Bro. Raphael Wilson, 
306 Nalle Bidg., Austin. 

WIsconsiIN: Examination. Madison, April 7. Sec., Mr. W. H. Barber, 
Scott and Watson Sts., Ripon. 


* Basic Science Certificate required. 
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DEATHS 


Patterson, Robert Urie ® Major General, U. S. Army, 
retired, Baltimore; born in Montreal, Canada, June 16, 1877; 
McGill University Faculty of Medicine, Montreal, 1898; 
entered the U. S. Army with the rank of first lieutenant in 
June 1901; later honor graduate at the Army Medical School, 
Washington, D. C.; served in the Philippine Islands; while 
assigned to the Presidio of San Francisco, took an active part 
in medical work incident to the earthquake and fire of April 
1906; from 1906 to 1909 was in charge of a hospital corps 
formed at Walter Reed Hospital; in 1913 was placed in 
charge of the American Red Cross first aid department at its 
Washington headquarters, and in 1916 was named director 
of the Bureau of Medical Service of the Red Cross; during 
World War I sailed for England, in 1917, in command of 
the U. S. Army Base Hospital no. 5 (the Harvard unit); joined 
the American Expeditionary Forces in France in command of 
his unit; in February 1918 was appointed a member of the 
American Military Mission to Italy; later that year returned 
for duty in the Office of the Surgeon General and as an 
instructor in the Army War College; from 1921 to 1923 was 
assistant director of the U. S. Veterans Bureau; appointed 
executive officer in the Office of the Surgeon General, where 
he served for two years; in July 1927 was promoted to colonel; 
from 1925 to 1930 commanded Army and Navy General Hos- 
ital, Hot Springs National Park, Ark.; then was assigned as 
department surgeon of the Hawaiian Department; appointed 
Surgeon General of the Army on June 1, 1931; retired after 
thirty-four years’ military service with rank of major general in 
1935, then became dean of the University of Oklahoma School 
of Medicine in Oklahoma City, and superintendent of its 
teaching hospitals, serving until 1942 when he accepted similar 
positions at the University of Maryland School of Medicine 
and College of Physicians and Surgeons, and at University 
Hospital, Baltimore, retiring in 1946; in 1943 appointed con- 
sultant to the Baltimore City Health Department: fellow of 
the American College of Surgeons and of the American Col- 
lege of Physicians; honorary member of the American Acad- 
emy of Ophthalmology and Otolaryngology, a member of the 
Association of Military Surgeons of the United States, the 
Military Order of the World War, and of the Military Order 
of the Carabao; represented the State Department and the 
Secretary of War at the International Medical Congress of 
Surgeons and Physicians in Brussels, Belgium; in 1932 received 
the honorary degree of LL.D. from McGill University, Mon- 
treal; was awarded two Silver Star citations for gallantry in 
action in Mindanao in 1903; for his service during World 
War I received a citation and the War Medal from the British 
government; the Italian government gave him the Fatiche di 
Guerra, the Medaglia del Unita, and made him an Officer of 
the Crown of Italy; was also made an officer of the Czecho- 
slovak Order of the White Lion and received the Serbian 
Red Cross decoration; from his own government received the 
Distinguished Service Medal; died in the Walter Reed Army 
Hospital, Washington, D. C., December 6, aged 73, of myo- 
cardial infarction. 


Cooper, George Marion @ Raleigh, N. C.; born in Clinton, 
N. C., April 24, 1876; University College of Medicine, Rich- 
mond, 1905; part time county physician of Sampson County 
from 1909 to 1913; on Oct. 1, 1913 became the first full 
time health officer of Sampson County; appointed head of the 
department of rural sanitation and a member of the executive 
staff of the North Carolina State Board of Health on May 1, 
1915; in 1917 made head of the school health work for the 
state board with the title of state medical inspector of schools; 
in that position he formulated and put into operation in 
1918 the system of dental work for all state public school 
children; that year he was made an honorary member of the 


@ Indicates Fellow of the American Medical Association. 


staie dental society; during the year’ that he served as assistant 
health officer, a position he held since March 1, 1923, he 
was director of the division of preventive medicine and health 
education, director of maternal and child health services for 
the United States Children’s Bureau, and at the time of his 
death director of the division of personal health services, 
at various times acting state health officer; on May 1, 1950 
observed the completion of thirty-five years’ continuous work 
on the staff of the state board of health; past president of 
Sampson County Medical Society, North Carolina Public 
Health Association, Raleigh Academy of Medicine and the 
North Carolina Conference for Social Service; the woman’s 
auxiliary to the North Carolina State Medical Society named a 
bed at the Eastern North Carolina Sanatorium for him as a 
tribute to his work in the prevention and treatment of tuber- 
culosis; in 1942 was awarded an LL.D. from the University of 
North Carolina, in recognition of his work in health education; 
through his efforts North Carolina became the first state to 
include birth control in its public health service, and for this 
he was presented with the 1949 Albert and Mary Lasker Foun- 
dation Award of the Planned Parenthood Federation of 
America; for many years editor of the Health Bulletin of the 
North Carolina State Board of Health; died in Rex Hospital 
December 18, aged 74, of coronary occlusion. 


Williamson, George McCullough ® Grand Forks, N. D.: 
born in Picton, Canada, May 21, 1867; Manitoba Medical Col- 
lege, Winnipeg, Canada, 1895; an Associate Fellow of the 
American Medical Association; clinical professor of medical 
history and economics at the University of North Dakota 
School of Medicine; fellow of the American College of Sur- 
geons; for many years served as secretary treasurer and gen- 
eral administrative officer of the North Dakota State Board 
of Medical Examiners; past president of the Federation of 
State Medical Boards of the United States, with which he had 
been associated for many years; past president of the Montana 
State Medical Association and the Grand Forks District Medi- 
cal Association; on the staffs of the Grand Forks Deaconess 
and St. Michael’s hospitals; during World War I served on the 
draft board and was on the executive committee of the state 
council for national defense; died December 11, aged 83. 


Lukens, Charles, Toledo, Ohio; Starling Medical College, 
Columbus, 1892; member of the American Medical Associa- 
tion; and the American Academy of Ophthalmology and 
Otolaryngology; specialist certified by the American Board of 
Ophthalmology; member of the House of Delegates of the 
American Medical Association in 1936; past president of the 
Ohio State Medical Association and the Academy of Medi- 
cine of Toledo and Lucas County; fellow of the American 
College of Surgeons; served on the staff of the Flower Hos- 
pital; died December 10, aged 81, of cardiovascular disease. 
Bahrenburg, William, Belleville, Ill; the Hahnemann Medi- 
cal College and Hospital, Chicago, 1884; member of the 
American Medical Association; vice president of St. Clair 
National Bank; died December 26, aged 90, of chronic 
myocarditis. 


Baltrusaitis, Johanna T. Z., Blairsville, Pa.; Woman’s Medical. 
College of Baltimore, 1896; member of the American Medi- 
cal Association; died December 21, aged 77, of carcinoma of 
the colon. 


Beatty, John Francis ® Everett, Wash.; Washington University 
School of Medicine, St. Louis, 1911; fellow of the American 
College of Surgeons; on the staffs of the Providence Hospital 
and General Hospital; died December 15, aged 61. 


Boyd, Frank Elmer, Colfax, lowa; State University of Iowa 
College of Medicine, lowa City, 1893; member of the Ameri- 
can Medical Association; president of the First National Bank 
for many years; died December 19, aged 82, of coronary 
thrombosis. 
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Brown, Sloan A., © Kent, Ohio; Eclectic Medical Institute, 
Cincinnati, 1906; served during World War I; died in the 
City Hospital, Akron, December 17, aged 67. 


Byrum, James Monroe ® Shawnee, Okla.; Memphis (Tenn.) 
Hospital Medical College, 1900; past president of the Okla- 
homa State Medical Association and the Pottawatomie County 
Medical Society; for many years secretary of the Oklahoma 
State Board of Medical Examiners; in 1923 member of the 
House of Delegates of the American Medical Association; 
died December 11, aged 79, of heart disease. 


Cunningham, Terence Thomas ® Huntington Park, Calif.; 
Rush Medical College, Chicago, 1925; certified by the National 
Board of Medical Examiners; fellow of the American College 
of Surgeons; affiliated with Mission Hospital, Huntington Park, 
Suburban Hospital, South Gate and St. Francis Hospital in 
Lynwood; died December 12, aged 60. 


DeCarlo, John © Philadelphia; Jefferson Medical College of 
Philadelphia, 1911; member of the American Association of 
Anatomists; served as associate in applied and topographic 
anatomy at his alma mater; died December 12, aged 62. 


Frederick, Anthony John, Columbus, Wis.; Marquette Uni- 
versity School of Medicine, Milwaukee, 1932; affiliated with 
St. Mary’s Hospital: died December 19, aged 46, of heart 
disease. 


Frye, Clarence Maxfield © Sterling, Ill.; Rush Medical Col- 
lege, Chicago, 1902; for many years coroner of Whiteside 
County; died in the Jane Lamb Hospital in Clinton, lowa, 
December 1, aged 73, of cerebral hemorrhage, carcinoma of 
the urinary bladder and diabetes mellitus. 


Gardenier, Crane, San Francisco; Stanford University School 
of Medicine, San Francisco, 1938; member of the American 
Medical Association; served during World War II; affiliated 
with St. Luke’s and St. Francis hospitals; died December 7, 
aged 37, of coronary thrombosis. 


Gumprecht, Walter Robert © Bangor, Maine; Tufts College 
Medical School, Boston, 1927; member of the American Col- 
lege of Chest Physicians and the American Trudeau Society; 
a director and member of the executive board of the Maine 
Public Health Association; served during World War II; 
formerly city physician; affiliated with Eastern Maine General 
Hospital and Bangor State Hospital; medical director of the 
Bangor Sanatorium; died December 16, aged 48. 


Jones, Harry Lander © Kansas City, Mo.; Washington Uni- 
versity School of Medicine, St. Louis, 1904; specialist certified 
by the American Board of Internal Medicine; associate pro- 
fessor of medicine, University of Kansas School of Medicine, 
Kansas City, Kan.; fellow of the American College of Physi- 
cians; on the staff of St. Joseph Hospital; died December 13, 
aged 73, of coronary thrombosis. 


Jouard, Paul E. © Brooklyn; New York Homeopathic Medical 
College and Flower Hospital, New York, 1920; affiliated with 
the Mount Vernon (N. Y.) Hospital and the Carson C. Peck 
Memorial Hospital; died December 1, aged 59, of coronary 
thrombosis. 


Klemptner, Louis H., Seattle; University of Dorpat Faculty 
of Medicine, Russia, 1889; member of the American Medical 
Association; fellow of the American College of Surgeons; 
specialist certified by the American Board of Otolaryngology; 
died in the Doctors Hospital December 8, aged 85, of coro- 
nary thrombosis. 


Lawther, Boyd M., ® Northfield, N. J.; University of Pitts- 
burgh School of Medicine, 1920; medical director of the 
Atlantic County Hospital for Mental Diseases; died Decem- 
ber 19, aged 57, of coronary occlusion. 


Leslie, Gilbert A., Golden, Colo.; American Medical College, 
St. Louis, 1912; served on the state board of health of Kansas 
and representative to the state legislature; died in St. Luke’s 
Hospital, Denver, November 30, aged 72, of aortic thrombus 
and arteriosclerosis. 
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Lockwood, Ralph Fred, Lakewood, R. I.; College of Physi- 
cians and Surgeons, Boston, 1911; Medico-Chirurgical College 
of Philadelphia, 1912; died December 11, aged 61, of angina 
pectoris. 


McCausland, Marshall Bidwell, Detroit; University of Michi- 
gan Medical School, Ann Arbor, 1901; for many years on the 
staff of St. Joseph’s Mercy Hospital, where he died December 6, 
aged 73, of pneumonia. 


McConnell, Maude Wells, Sullivan, Ind.; Medical College of 
Indiana, Indianapolis, 1895; died in Mary Sherman Hospital 
December 19, aged 84, of cerebral hemorrhage. 


Macdonald, Alexander W., ® Valley City, N. D.; Bennett 
College of Eclectic Medicine and Surgery, Chicago, 1897; fel- 
low of the American College of Surgeons; local surgeon, Min- 
neapolis, St. Paul and Sault Ste. Marie Railway; on the staff 
of Mercy Hospital, where he died November 26, aged 80, 
of embolism. 


McGrath, Leon William © Surgeon, Lieutenant Commander, 
U. S. Navy, retired, San Diego, Calif.; Medical College of the 
State of South Carolina, Charleston, 1916; fellow of the 
American College of Surgeons; entered the U. S. Navy on May 
21, 1917; served during World War I; retired because of 
physical disability as a lieutenant commander in July 1938; 
affiliated with Scripps Memorial Hospital in La Jolla, and 
Mercy Hospital; died December 12, aged 60, of metastatic 
carcinoma of the liver. 


McKittrick, William Oliver © Washington, Ind.; Indiana Medi- 
cal College, School of Medicine of Purdue University, Indi- 
anapolis, 1907; served as county coroner and as city and county 
health officer; on the staff of Daviess County Hospital; died 
December 19, aged 71, of carcinoma of the biliary tract. 


Marritt, Henry Davis, Jamestown, N. Y.; University of 
Toronto Faculty of Medicine, Toronto, Ont., Canada, 1927; 
member of the American Medical Association; on the staff 
of the Jamestown General Hospital; accidentally drowned 
December 10, aged 57, while ice skating. 


Mays, George W., Philadelphia; Hahnemann Medical College 
and Hospital of Philadelphia, 1892; died in University Hospi- 
tal December 6, aged 83. 


Miller, George William © Ambridge, Pa.; University of Pitts- 
burgh School of Medicine, 1926; member of the American 
Academy of Dermatology and Syphilology; specialist certified 
by the American Board of Dermatology and Syphilology; on 
the staff of the Sewickley (Pa.) Valley Hospital; instructor in 
dermatology at his alma mater; died December 18, aged 48, 
of coronary thrombosis. 


Morris, Abner, Hewlett, N. Y.; L.R.C.P., and L.R.C.S., Edin- 
burgh, and L.R.F. of P. & S. of Glasgow, Scotland, 1933; 
member of the American Medical Association; school physi- 
cian; served during World War II; on the staffs of the Brook- 
lyn Jewish Home for Convalescents; affiliated with St. Joseph 
Hospital in Far Rockaway, the Long Beach (N. Y.) Memorial 
Hospital and Rockaway Beach (N. Y.) Hospital; died Decem- 
ber 10, aged 43, of coronary occlusion. 


Morrison, Harry Kell, ® Little Rock, Ark.; Emory University 
School of Medicine, Atlanta, 1917; served during World War 
1 and II; chief of the orthopedic service of the Veterans Ad- 
ministration regional office; tellow of the American College of 
Surgeons; on the staff of St. Vincent's Infirmary; died Decem- 
ber 4, aged 59, of coronary occlusion. 


Murphy, John Anthony, Haverhill, Mass.; Tufts College Medi- 
cal School, Boston, 1940; member of the American Medical 
Association and the New England Obstetrical and Gyneco- 
logical Society; died in the Boston City Hospital December 2, 
aged 36, of pulmonary tuberculosis and acute hepatitis. 


Nokes, Herald Templeton, Boise, Idaho; University of Ore- 
gon Medical School, Portland, 1927; member of the American 
Medical Association; certified by the National Board of Medical 
Examiners; affiliated with St. Luke’s Hospital and St. Alphon- 
sus Hospital, where he died December 12, aged 57, of acute 
coronary thrombosis. 
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O’Rear, William Barton, Waynesboro, Pa.; Bellevue Hospital 
Medical College, New York, 1898; member of the American 
Medical Association; veteran of the Spanish-American War and 
World War I; died in Waynesboro Hospital December 10, 
aged 76, of chronic myocarditis. 


Orendorf, Bell Taylor, Natchez, Miss.; Kentucky School of 
Medicine, Louisville, 1907; member of the American Medical 
Association; died in Jackson December 6, aged 66. 


Porterfield, Hubert Lester © Hagerstown, Md.; Jefferson Medi- 
cal College of Philadelphia, 1925; died in University Hospital, 
Baltimore, recently, aged 51, after an operation for duodenal 
ulcer. 


Schadt, Frederick Conrad, Williamsburg, lowa; State Univer- 
sity of lowa College of Medicine, lowa City, 1910; member 
of the American Medical Association; at one time represented 
Iowa and Johnson counties in the state senate; served on the 
school board; died in Mercy Hospital, lowa City, December 
12, aged 65, of cerebral sclerosis and hemiplegia. 


Seebold, Herman de Bachelle ® New Orleans: Medical De- 
partment of Tulane University of Louisiana, New Orleans, 
1902; served during World War I; member of the old Pres- 
byterian Hospital and Hotel Dieu staffs; author of “Louisiana 
Plantation Homes and Family Trees”; died in Hotel Dieu De- 
cember 11, aged 75, of coronary and bilateral pulmonary 
embolism. 


Shrader, Edwin Elmer, Watertown, Minn.; Jefferson Medical 
College of Philadelphia, 1893; member of the American Medi- 
cal Association; died recently, aged 88. 


Singer, Joseph Jacob ® Los Angeles: Northwestern Uni- 
versity Medical School, Chicago, 1923; died December 8, 
aged 51. of coronary disease. 


Slocum, Morris Abel ®@ Pittsburgh; Jefferson Medical Col- 
lege of Philadelphia, 1914; fellow of the American College of 
Surgeons; member of the founders group of the American 
Board of Surgery; on the staff of St. Margaret Memorial 
Hospital; died November 15, aged 61. 


Smart, Chester Lewis @ Laconia, N. H.; University of Ver- 
mont College of Medicine, Burlington, 1915; fellow of the 
American College of Surgeons; served overseas during World 
War I; on the staff of Laconia Hospital; died November 30, 
aged 61, of acute coronary occlusion. 


Smith, LeRoy Augustus, Jackson, Miss.; Meharry Medical 
College, Nashville, Tenn., 1927; died December 8, aged 52, 
of myocardial insufficiency and arteriosclerosis. 


Stephenson, Samuel F., Albany, Ky.; Kentucky School of 
Medicine, Louisville, 1898; member of the American Medical 
Association; died November 22, aged 74, of heart disease. 


Swank, Peter L., Boalsburg, Pa.; College of Physicians and 
Surgeons, Baltimore, 1889; died December 5, aged 88, of car- 
cinoma of the rectum. 


Thacker, Joseph Henry, Ruffin, N. C.; Medico-Chirurgical 
College of Philadelphia, 1889; died in Reidsville December 11, 
aged 82, of chronic myocarditis. 


Throckmorton, Charles Michael, Park Ridge, Ill.; Jefferson 
Medical College of Philadelphia, 1885; died in St. Luke's 
Hospital, Chicago, December 16, aged 93, of bronchopneu- 
monia and carcinoma of the stomach. 


Torrance, Fred Emerson @ Winfield, Kan.; Rush Medical 
College, Chicago, 1912; affiliated with St. Mary’s Hospital 
and the William Newton Hospital, where he died November 
18, aged 68. 


Torwick, Edward E., Volga, S. D.; College of Physicians and 
Surgeons, Keokuk, lowa, 1896; member of the American 
Medical Association; veteran of the Spanish-American War; 
served as county coroner and on the county board of health; 
honorary member of the Third District Medical Society; 
affiliated with Volga Hospital, where he died recently, aged 81, 
of thrombosis of the right leg. 


Trainer, Elmer William, Santa Cruz, Calif.; Kentucky School 
of Medicine, Louisville, 1902; died November 12, aged 69. 
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Tumbleson, Charles Cumming ® Sandy Spring, Md.; College 
of Physicians and Surgeons, Baltimore, 1905; past president 
of the Montgomery County Medical Society; also a graduate 
in pharmacy; on the staff and member of the board of directors 
of Montgomery County General Hospital in Olney; died 
November 30, aged 72, of carcinoma of the kidney. 


Tweedie, Hedley Vicars, Rockland, Maine; Baltimore Medical 
College, 1897; member of the American Medical Association; 
served during World War I; died December 16, aged 84, of 
carcinoma of the colon. 


Tytler, James Edwin, Scarsdale, N. Y.; New York Homeo- 
pathic Medical College and Hospital, New York, 1903; special- 
ist certified by the American Board of Otolaryngology; formerly 
on the faculty of his alma mater; served on the staff of the 
New York Ophthalmic Hospital; died November 27, aged 70. 


Ussery, Raymond E., Ava, Ill.; Kentucky University Medi- 
cal Department, Louisville, 1903; died in St. Andrew’s Hos- 
pital, Murphysboro, Ill., November 28, aged 81, of coronary 
thrombosis. 


Vermeiren, Marie Z., Oconto, Wis.; Gross Medical College, 
Denver, 1900; died November 25, aged 78. 


Villlaume, Lambert Edward, Buffalo; McGill University 
Faculty of Medicine, Montreal, Que., 1933; member of the 
American Medical Association; specialist certified by the 
American Board of Obstetrics and Gynecology; fellow of 
the American College of Surgeons; served in the Medical Corps 
of the U. S. Naval Reserve during World War II; affiliated 
with Mercy Hospital, where he died November 17, aged 44, 
of hypertrophic hepatic cirrhosis. 


Viviano, Michael @ Catskill, N. Y.; Loyola University School 
of Medicine, Chicago, 1934; died December 4, aged 46. 


Waldrup, Major W., Laurel, Miss.; Louisville (Ky.) Medical 
College, 1891; died December 25, aged 88. 


Walker, Rowland Haldane Jr.. © Norfolk, Va.; University 
of Pennsylvania School of Medicine, Philadelphia, 1934; mem- 
ber of the American College of Chest Physicians; died in 
Cranford, N. J., November 28, aged 41, of coronary occlusion. 


West, Guernsey Fletcher @ Phillipsburg, N. J.; Hahnemann 
medical College and Hospital of Philadelphia, 1919; past 
president of the Warren County Medical Society; served during 
World War 1; during World War Il a member of Selective 
Service Board No. 2; on the staff of Warren Hospital; died 
December 19, aged 54, of coronary occlusion. 


Wetmore, Stephen Smith Percy ® Easton, Pa.; Hahnemann 
Medical College and Hospital of Philadelphia, 1904; served 
on the Mexican Border as regimental surgeon of the 48th 
infantry; served during World War I; for many years medical 
director of Easton Sanitarium; died in Easton Hospital Decem- 
ber 18, aged 74, of arteriosclerotic cardiovascular disease. 


Williams, Dudley, Baltimore; Johns Hopkins University 
School of Medicine, Baltimore, 1902; served on the staff of 
Johns Hopkins Hospital; for many years surgeon for the 
Pennsylvania Railroad; died December 2, aged 73. 


Woods, William H., Kansas City, Mo.; Western University 
Faculty of Medicine, London, Canada, 1892; served with the 
Canadian Army during World War I; died December 15, aged 
80, of heart disease. 


Wyant, John Bratton Finley, Kittanning, Pa.; Western Penn- 
sylvania Medical College, Pittsburgh, 1889; member of the 
American Medical Association; formerly councilor of the 
Ninth District of the Medical Society of the State of Penn- 
sylvania; formerly secretary of the Armstrong County Medi- 
cal Society; died November 29, aged 88. 


Zeller, Albert Theodore, Macon, Ga.; Medico-Chirurgical 
College of Philadelphia, 1889; member of the American Medi- 
cal Association and the Medical Society of the State of Penn- 
sylvania; served on the school board; for many years affiliated 
with McKeesport Hospital; died December 8, aged 84, of 
bronchopneumonia and arteriosclerosis. 
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ARMY 


Overseas Consultant Schedule—The Army’s overseas consul- 
tant schedule as set up thus far for the European and Far East 
commands, is as follows: 


EUROPEAN COMMAND 


February 7, (departed): Dr. William T. Black Jr., obstetrics and gyne- 
cology, Memphis, Tenn.; Colonel Conn L. Milburn Jr., MC, pediatrics, 
Letterman Army Hospital, San Francisco. 

April 4, Dr. Henry P. Royster, surgery, Philadelphia; a Elbert L. 
Persons, internal medicine, Durham, N. C. 

June 6, Dr. Norman Q. Brill, neuropsychiatry, Washington, D. C.; 
Dr. Alexander Miller, orthopedics, Cleveland. 

August 1, Dr. Marion A. Blankenhorn, internal medicine, Cincinnati; 
Dr. George J. L. Wulff Jr., obstetrics and gynecology, St. Louis. 

September 5, Dr. Forrester Raine, surgery, Milwaukee. 

September 26, Dr. M. Ralph Kaufman, neuropsychiatry, New York, 

November 7, Dr. John H, Allan, orthopedics, Philadelphia. 


FAR EAST COMMAND 


January 3, Dr. Clayton D. Mote, internal medicine, San Francisco. 
February 20, Dr. Herbert S. Gaskill, neuropsychiatry, Philadelphia. 
March 5, Dr. John D. Stewart, general surgeon, Buffalo. 

April 2, Dr. Harold B. Boyd, orthopedics, Memphis, Tenn. 

August 8, Dr. J. Warren White, orthopedics, Greenville, S. C. 
December (?), Dr. John R. Moore, orthopedics, Philadelphia. 


A schedule of consultants to the Panama Canal Zone is also 
being organized in the Surgeon General's Office. 


NAVY 


Navy Doctors Certified as Specialists-—More than 16 per cent 
of the regular Navy medical officers currently on duty hold cer- 
tification by American boards; in addition, 44 others have 
completed a portion of their board examination. This is a 3 
per cent increase over the number holding certificates in 1949, 

Certifications are held in the following specialties: anesthesia 
2; dermatology and syphilology 9; internal medicine 36; ob- 
stetrics and gynecology 18; ophthalmology 18; otolaryngology 
27; orthopedics 5; pathology 17; pediatrics 8; plastic surgery 
1; psychiatry and neurology 27; radiology 23; surgery 25; urol- 
ogy 12; preventive medicine and public health 17; gastroen- 
terology 1; neurosurgery 2, and thoracic surgery 1. With the 
trend toward specialization in recent years, the goal of the 
Bureau of Medicine and Surgery is that the Medical Corps of 
the Navy will be maintained on a parity with the highest pro- 
fessional standards in the land. 


PUBLIC HEALTH SERVICE 


Industrial Human Anthrax.—Human anthrax of industrial 
origin has been increasing in this country during the last two 
decades, according to a study by the Industrial Hygiene Divi- 
sion of the Public Health Service. The use of carpet wool 
imported from certain parts of Asia and Africa by carpet 
manufacturers is the most important factor in the rising number 
of industrial anthrax cases; other sources are imported goat hair 
and skins. Studies were conducted in cooperation with four of 
the largest carpet companies in the United States, the principal 
users of imported wool, to determine sources of infection. The 
investigators found that the carpet industry has been using 
increasing amounts of wool imported from China, India, Pakis- 
tan and Western Asia. In epid tional surveys 
of anthrax patients employed in carpet manufacturing, the 
largest number originated in the group processing wool before 
it had been scoured. 

A survey was made of available epidemiologic data on 
anthrax patients employed in hide and skin processing. Goat 
skins were found to be the source of infection for the majority 
of these workers. The investigators concluded from data on 
sources of supply that goat skin imports from Asia are prob- 
ably the most important source of infection for this group. 


Control of anthrax is particularly important in the New 
England and Middle Atlantic states, where the great majority 
of workers and industries processing anthrax-infected materials 
are located. This study emphasizes the importance of in-plant 
industrial hygiene programs as a method of anthrax control. 


Annual Conference on Venereal Diseases.—The fourth annual 
symposium on “Recent Advances in the Study of Venereal 
Diseases” will be held in Washington, D. C., on April 24-25. 
This meeting will be sponsored jointly by the American Venereal 
Disease Association and the Experimental Therapeutics Study 
Section of the National Institutes of Health of the Public Health 
Service. The meetings will be held in the Federal Security 
Building, Independence Avenue between Third and Fourth 
Streets, at 10:00 a. m. The program includes papers on the 
fundamental biology and the clinical and epidemiological 
aspects of venereal disease. All persons interested in this branch 
of medical research are invited to attend. Requests for copies 
of the program should be sent to Dr. Frederick W. Appel, 
Division of Research Grants, National Institutes of Health, 
Bethesda 14, Md. 


Fifty More Specialists Loaned.—The loan of 50 U. S. Public 
Health Service specialists, announced February 4 by the Eco- 
nomic Cooperation Administration, brings to a total of 80 the 
medical and health personnel made available to ECA for one to 
two year assignments in Southeast Asia. Eighteen technicians 
already have been sent to their ECA posts in Indo-China, 
Thailand, Burma and Indonesia, and 12 more are preparing to 
go. The additional 50 are scheduled to undertake specialized 
training, arranged by the Harvard School of Public Health, 
before joining the specialists already in the field with ECA 
missions. 

In the group of 50 are 20 medical doctors, 12 engineers, 10 
nurses, 3 malariologists, 3 entomologists and 2 health educa- 
tors. They will constitute a pool from which ECA will enlarge 
the staffing of its public health missions in the Southeast Asian 
countries. The American specialists will work with local health 
authorities through agencies already established by the govern- 
ments of these countries, to help them improve health and 
sanitary conditions among their 136,000,000 people. These 
governments have called on ECA to lend them the assistance 
of public health technicians. 

Coupled with the providing of skilled health personnel, ECA 
will finance the purchase of a considerable quantity of material 
aid such as medical and hospital equipment, surgical instru- 
ments, drugs and medicines, mobile health units, prefabricated 
hospital buildings, new well equipment for pure water supply 
and DDT for spraying to control disease-carrying insects. 
Orders already have been placed for more than $6,000,000 
worth of such commodities. The program will aim directly at 
the millions of rural people who are suffering from trachoma, 
yaws, typhus, malaria and dysentery. 

Backing up this broad quick program will be ECA assistance 
to help these countries improve medical and nursing standards 
and educational facilities, establish adequate hospitals and 
create better sanitation and water supplies. 

Persons en route to assignments will spend 10 days in India 
studying disease conditions and methods of treatment being 
employed there, before proceeding to their posts. 


MISCELLANEOUS 


Medical Officer Wanted.—The U. S. Department of Agriculture 
has an opening for one medical officer ia Washington, D. C., 
grade GS-13 with a beginning salary of $7,600 per year. This 
salary increases by periodic raises to a maximum of $8,600 
in this grade. Applicants should write directly to U. S. Depart- 
ment of Agriculture, Office of Personnel, Division of Employee 
Health, Washington, D. C. 
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FOREIGN LETTERS 


LONDON 


A Failing Policy.—_Under this heading a leading article in the 
British Medical Journal for Dec. 2, 1950, asks in just what 
direction is the National Health Service heading? If the British 
capacity for muddling through—which might, however, become 
exhausted—be ignored, an outside observer would be justified 
in saying “for bankruptcy.” Bankruptcy is faced for two rea- 
sons: (1) because of the Utopian finances of the welfare state 
and (2) as a profession, because of the policy of the coalition 
government during the recent war which has been carried out 
by a Minister of Health who could not resist behaving like 
a “fairy godmother to an impoverished nation.” 

A foreigner can stay for a short while in this country and 
then get a completely free medical service and medical appli- 
ances without having paid a single contribution. Though this 
may be a very small proportion of the total expenditures, it 
illustrates the grandiloquent irresponsibility of those who have 
so thoughtlessly squandered other people’s money. Many have 
doubts about the practicability of a comprehensive medical 
service for an impoverished nation and about the wholesale 
intrusion of the state into personal medical services. 

Recent advances in medical science have left the single-handed 
family doctor in partial isolation. After World War I, Lord 
Dawson suggested combined practices from health centers to 
overcome this. The same idea was recommended by the Plan- 
ning Commission of the British Medical Association during 
World War II, and group practice from a health center became 
the principal plank in the Socialist platform. This was to lead 
to great improvement in family doctors’ work: regular hours 
and holidays, all modern aids available, cooperation within 
the group, night shifts and secretarial assistance. He was prom- 
ised greater opportunity to work in hospitals. A new financial 
deal was also promised, with adjustment of income to the 
current value of money. Even after two and a half years of 
the service this “adjustment is still the subject of miscalcula- 
tion, postponement and evasion by the Minister of Health. The 
financial maladministration of the Health Service has com- 
pelled the Chancellor of the Exchequer to say, ‘Not a penny 
more!’” The medical profession is still asking for a clear 
definition of its contract because on both the medical and 
economic aspect the Minister has failed to fulfil his promises. 


HEADING FOR BANKRUPTCY 


A further failure of the Minister is shown by the recent 
circular which demands the discharge of 1,100 registrars from 
the hospital service. Consultants and specialists were promised 
an evenly distributed service with increasing opportunities for 
the younger men. Erstwhile worries were to be swept away. 
Isolated rural districts were to be covered by consultant services. 
Another failure is that no enlargement or encouragement has 
been given to the Public Health Service. The Minister there- 
fore faces the bankruptcy of a policy not only in the family 
doctor but also in the consultant and Public Health Services, 
and his policy is failing. 

The writer of the article is convinced that, if the National 
Health Service is not to fail completely, it will have to undergo 
successive modifications in the near future. 

The public is pleased with the fact that there is no need 
to make direct payment for medical aid at the time, and it has 
“run riot in the chemist’s shop.” The cost of this is only just 
beginning to be apparent, and the shocking waste of money 
over inessentials of medicine leaves little for what is more 
urgently needed. Important drugs which cost dollars are in short 
supply. There is insufficient money to pay the registrars’ sal- 
aries Or, more important, to finance the promised expansion 
of consultant services. The people must realize that the 
National Health Service is heading for bankruptcy. The alter- 
native to financial ruin would be shortage of personnel and 


The items in these letters are contributed by regular correspondents in 
the various foreign countries. 


materials. The article calls attention to a suggestion made in 
the Economist (a financial paper) that small charges should 
be made throughout the whole of the health service. For 
example, toward the cost of board and lodging in a hospital 
bed, of roentgenogram or a surgical appliance, though not 
enough to prove a financial barrier. 

The conclusion is that failure of the Minister of Health to 
fulfil his promises both to the public and to the medical pro- 
fession is due to the economic mess that has resulted from 
promising the people something for nothing. There must there- 
fore be a considerable readjustment. “The medical profession 
is discontented and disillusioned” not because of finance but 
“because it sees postponed indefinitely the opportunities for 
improving the medical care of the people.” 


BELGIUM 


The Dangerous Universal Blood Donor.—Professor Moureau, 
during the Medical Days (meetings) in Brussels, stated the 
conditions under which the so-called universal blood donor 
(group O) can cause serious complications. One cannot speak 
of a dangerous universal donor in serious complications result- 
ing from transfusions in which hemolysis is due to abnormal 
anti-Rh, M or N agglutinins present in the blood of the recipi- 
ent. As Wiener has expressed it, the corpuscles of the donor 
are then the ones that are hemolyzed. Theoretically, a donor 
of group O can hemolyze the red blood corpuscles of the 
recipient when the latter is group A, B or AB. However, this 
hemolyzing action of the anti-A and anti-B agglutinins is con- 
trolled by (a) the dilution of the agglutinins of the donor in the 
plasma of the recipient and (b) the absorption of these agglu- 
tinins by the A and B antigens that are present in the organs 
of the patient. These mechanisms appear to function perfectly 
after transfusions of 400 to 500 cc. of blood to patients in 
whom the number of red blood corpuscles is not too low, pro- 
vided the donor does not have abnormally potent agglutinins, 
for example, 1:2,000 or more. As the experiments of Auber, 
Boorman, Dodd and Loutit have previously proved, the injec- 
tions of large quantities of blood from donors of group O (for 
example, 1 to 1.5 liters) deranges the mechanism of fixation 
by saturating the tissue agglutinogens with the anti-A and the 
anti-B agglutinins. The group O donor, under these conditions, 
can cause more or less serious complications. 

Thus, in the extensive operations of modern surgery and, 
especially, in replacement therapy, transfusions should be made 
with the same blood group. However, this procedure should 
be preceded by direct compatibility tests, made simultaneously 
at laboratory temperature and at 37 C. (98.6 F.), lasting at 
least one hour. The universal donor will always have a role 
in cases of extreme emergency. The A and B substances of 
Witebsky, added to the blood at the time of the transfusion in 
these cases may be of value when a considerable quantity of 
blood must be used. 


Severe Hemorrhagic Rectocolitis—A session of the Belgian 
Society of Gastroenterology was set aside for the study of 
severe hemorrhagic rectocolitis. The causes of this disease are 
still unknown. It occurs on a predisposed terrane, and it is 
an anatomicopathological entity which is clearly defined by 
its special histological lesidns with its vasculocongestive reac- 
tions. Duret of Brussels stressed the importance of vitamin A 
enemas, fever therapy and the use of sulfonamides in the sup- 
purative forms of the disease. Crismer of Liége reported on 
the efficacy of shock therapy and transfusions. Vigoni, of Brus- 
sels, believes surgical treatment is necessary in 10 to 20 per 
cent of the cases, surgery being indicated in (1) acute, rapidly 
progressive cases with great changes in the general condition, 
(2) chronic cases with serious complications or frequent and 
severe relapses and (3) segmentary colitis, localized on the right 
side, because of the danger of spread. Only ileostomy, which 
places the diseased intestinal segment at complete rest, is rec- 
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ommended. In certain cases, the ileostomy can be closed after 
the lesions in the colon have healed. However, it is necessary 


to watch for a recurrence of the disease and in about half the © 


cases it is necessary to reestablish the ileostomy. When the 
disease is localized on the right side of the colon, a partial or 
total colectomy can be done with reestablishment of the intes- 
tinal continuity. Rarely an ileosigmoid or ileorectal anastomo- 
sis can be made. 

Groen, of Amsterdam, has tried to find a psychogenic cause 
for the disease. He listed three possibilities: 1. These sick per- 
sons have a special personality. 2. An emotional conflict, involv- 
ing an inferiority complex, which the personality was not able 
to cope with, occurred a few days before the initial appear- 
ance of the disease. 3. The experimental production of an 
acute lesion analogous to that of grave hemorrhagic colitis of 
man is possible. He stated that the result of psychotherapy on 
the subjective state of the patients is striking. He was able to 
detect a conflict in 31 of 36 patients. Psychotherapy had good 
results in 14; six had relapses, and seven were only slightly 
improved. However, it is only a clinical and not a roentgeno- 
logic cure. Therefore, psychoanalysis is not the best way to 
effect a cure and it is necessary to use supportive therapy. 
Groen pointed out that Palmer, of Chicago, has come to the 
same conclusions: emotional conflicts were involved in 60 per 
cent of the cases in 1948; in 1950 the figure was 100 per cent. 
Auguste of Lille studied the disease from a bacteriologic view- 
point and found Shigella paradysenteriae (Flexner). He believes 
that there are two types of rectocolitis, the American and the 
European. 

Puncture biopsy of the liver led Baumel of Montpellier to 
believe that there often is an association between hepatitis and 
colitis. This poses again the problem of the relation of the 
alimentary protein intake to hepatic lipodystrophy and the 
relation of the primary or secondary nature of the liver involve- 
ment in rectocolitis. However, it is necessary to add to the 
therapy of colitis that of the ever present hepatitis. 

Rachet added the following comments: 1. Rectocolitic ste- 
nosis differs from that of Nicolas-Favre disease by the descend- 
ing character of the lesions in the first case and the ascending 
One in the second. 2. It is not necessary to attribute 100 per 
cent of the cases to psychosomatic causes; it is necessary to 
be cautious concerning the exact role that the endocrine glands 
play. In certain cases, a microbic factor can play a role. Also, 
the role of the liver must be investigated. The etiologic treat- 
ment of the disease is unknown, but the amelioration of the 
attacks and the prognosis of the disease under the influence 
of shock treatment should be emphasized. 


Silicosis in Metallurgy.—Professor Proyard discussed silicosis. 
He had undertaken the clinical and roentgenologic examina- 
tion of personnel in an iron foundry employing 850 workers. 
No silicosis was found in workers who did the casting, in crane 
Operators or in workers preparing sand molds. All who had 
worked in the foundry for more than 10 years presented abnor- 
mal lung roentgenograms. It was noted that the workers 
handling sand, who were unharmed, were exposed to the same 
particle count as the workers engaged in chipping, namely, 
about 300 particles, of which 50 per cent had a diameter of 
less than 2 microns, per cubic centimeter. The only difference 
was that the sand had been subjected to a high temperature 
in the chipping section. Among the workers in the steel mill, 
two furnace builders presented roentgenographic evidence of 
silicosis. On the other hand, no abnormalities were found 
among the workers exposed to the basic slag dusts, repairing 
the cast molds or doing the pouring. The author concludes 
that only the operations involving chipping entail great danger 
of silicosis. The risk could be eliminated by the utilization of 
a stream of water forced under strong pressure through the 
desanding system. 


Tuberculosis of the Bronchi.—Glyselen, Van De Calseyde and 
Van De Maele discussed tuberculosis of the bronchi before 
the Belgian Society of Scientific Studies on Tuberculosis and 
Pneumonia. Bronchoscopy revealed bronchial tuberculous 
lesions in 12 to 15 per cent of sanitarium cases. Bronchoscopy 
is useful because in one third of the cases diagnosis is based 
solely on this method, which involves practically no danger. 
The lesions are particularly frequent in women. The principal 


FOREIGN LETTERS 663 


signs and symptoms include “wheezing” and the presence of 
tubercle bacilli in the absence of cavities. Isolated tracheo- 
bronchial tuberculosis is often complicated by bronchogenic 
spread and by disturbances of the pulmonary ventilation 
(emphysema, atelectasis). 


Tomography in P i Belayew demonstrated the 
use of tomography in patients with pneumoconiosis before the 
Belgian Society of Occupational Medicine. Tomography makes 
possible the examination of thin layers of lung tissue. The 
details of the lesions facilitate the differentiation between scars 
from previous infections and the pneumoconiotic opacities. 
The fusion of nodular formations occurs oftenest around a 
scarred nucleus. The asymmetrical and unilateral opaque areas 
in asscciated (secondary) pneumoconioses contain signs indica- 
tive of a previous infection. Tomography shows excavations 
of fibrous masses, and often the nature of the excavations is 
suggested. This examination greatly facilitates the establishment 
of the differential diagnosis of the lesions. 


NORWAY 


Refresher Courses for Doctors.—Last summer representatives 
of the national medical associations of Denmark, Finland, Nor- 
way and Sweden met in Norway to discuss, among other things, 
the organization of refresher courses in the hope that the pool- 
ing of experiences in this field in the different Scandinavian 
countries would yield useful information for all. The Nor- 
wegian representative, Dr. Rolf Halvorsen, discussed the pros 
and cons of compulsory education for already fully qualified 
doctors. It has been suggested by a committee of the World 
Medical Asscciation that every medical practitioner be obliged 
to attend refresher courses for at least a month in the course 
of a five year period. Dr. Halvorsen advocated the sympathetic 
patronage of this system on a more or less voluntary basis by 
the Norwegian Medical Association, which has already done 
much to promote refresher courses. The greatest difficulty is 
geographic; the comparatively few doctors, distributed over so 
vast a country, find it difficult to travel hundreds of miles to 
meet at some hospital center. Yet attendances in such towns 
as Oslo, Bergen, Drammen and Stavanger have been so good 
and the attendants so keen that this movement is certainly 
gaining ground. With frankness, these pupils have told their 
teachers what they want and what they do not want. Abtruse 
and highly specialized lectures and even digressions into the 
history of medicine are not very welcome, and the talk lasting 
10 to 15 minutes with a discussion afterward and demonstration 
of cases is preferred to the lecture that lasts an hour. 


The Factory Doctor System.—At its annual meeting in 1945, 
the Norwegian Medical Association endorsed a system devised a 
few years earlier with a view to the effective control of the 
health of factory workers and supervision of the conditions 
under which they were employed. After endorsing this system, 
the Norwegian Medical Association entered into negotiations 
with two other powerful organizations, The Norwegian Employ- 
ers’ Association and the Labour Party. These three bodies agreed 
to form a Factory Doctors Council charged with the duty of 
organizing and promoting this new system. This council was 
composed of three members, representing each of the bodies 
concerned; the representative of the Norwegian Medical Asso- 
ciation was appointed chairman. Each body was to bear one 
third of the expenses of the new system. On its own initiative, 
the Factory Doctors Council was dissolved in 1949 and replaced 
by the Norwegian Factory Doctors Association responsible 
henceforth for the satisfactory working of the system. Its first 
concern is the welfare of the factory worker, who is given 
periodic medical examinations and advice with regard to his 
health. Special attention is paid to newcomers, the young in 
particular, those who are engaged on work injurious to health, 
those who are only partially fit for work and those whose 
absence from work on account of illness is frequent. The health 
cards and other documents issued to the workers initiate them 
into the objects and details of this system. It is voluntary, but 
practically every worker has accepted it in principle. What is 
just as important as the personal supervision of the factory 
worker is the opportunity given the factory doctor to super- 
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vise the hygiene of the factory itself. He investigates complaints 
of faulty hygiene and does what he can to prevent occupational 
diseases, accidents in the factory and other ill effects of factory 
work. The doctor has, in short, to be both clinician and public 
health expert. 

In practice it has been found necessary for the factory 
doctor to spend an hour a week in factories employing up to 
100 workers and two hours a week when the workers number 
between 100 and 200, provided he is helped by a nurse or 
orderly. The factory doctor’s salary is based on the actual time 
spent on this system, and when he works an average of four 
hours a week, his salary is at the rate of 25 kroner per hour. 
If he spends 10 hours a week, this rate is only 17.50 kroner 
per hour. These are minimum rates. The selection of candi- 
dates for the appointment of a factory doctor is largely in the 
hands of the Ministry of Health, but there are occasions when 
the factory owner has a voice in the matter. 

This system requires a certain amount of postgraduate study 
on the part of the doctors who are newcomers to it. Some 450 
doctors have attended a special course to help qualify them 
for their new duties. By the end of May 1950 (according to a 
statement made by Dr. Haakon Natvig, who has had much to 
do with the successful evolution of this system) there were 468 
industrial concerns with a total staff of about 130,000 accepting 
this system, in which some 275 doctors are employed. About 
60 of them hold public health appointments. The remainder 
are private practitioners, specialists and hospital doctors. 


Treatment of Typhoid Carriers.—A few years after Dr. F. G. 
Gade’s Institute in Bergen was inaugurated (1912), Dr. Magnus 
Haaland, chief at that time, started a campaign against the 
typhoid diseases in Western Norway. An important objective of 
his campaign was to discover chronic carriers and render them 
harmless. The cooperation of the medical officers of health in 
Western Norway in this campaign was secured, and in 1928 
Prof. Th. M. Vogelsang joined in it, succeeding his chief on his 
death in 1935. Between 1928 and the present time, Professor 
Vogelsang has carried on this work with tireless energy, and late 
last year he published a 368 page monograph in English, 
“Typhoid and Paratyphoid B Carriers and Their Treatment.” 
Printed in November 1950, first in the medical series to be 
published by the new University of Bergen, it presents a full 
account of the original work of the department of bacteriology 
and serology at Gade’s Institute as well as a discussion of the 
whole subject as illustrated by the investigations of other 
workers. In his review of the history of the subject, Professor 
Vogelsang pays a belated tribute to the hitherto little known 
work of two Norwegians, Dr. Homann and Dr. Hartwig, who 
in 1865 and 1867 gave detailed descriptions of typhoid epi- 
demics in the small coastal town of Krager6. Their explanation 
of late infections as the result of a “resting contagium” was 
curiously close to the mark. 

Professor Vogelsang’s contributions to the subject have been 
made with such unobtrusive modesty that it will come as a 
surprise to many to learn what an impressive material he is 
now able to present. Up to 1950, as many as 130 chronic 
carriers had been found—75 typhoid and 55 paratyphoid B 
carriers. As many as 55 carriers (28 discharging Eberthella 
typhosa and 27 Salmonella schottmiilleri) were unaware of ever 
having suffered from the disease. Most of the carriers were 
elderly, 82 being over the age of 50 and 26 over the age of 70 
at the time of discovery. About one third of the carriers were 
town dwellers, and the rest lived in the country. Most of the 
chronic carriers were in good health, though gallstones were 
a common complication. 

On the treatment of chronic carriers, Professor Vogelsang 
has little good to say of the administration of bactericidal 
drugs excreted with the bile, although cures have occasionally 
been reported by this means. His case for operative treatment 
is more convincing. Among 125 chronic fecal carriers there 
were 58 on whom operations were performed—usually chole- 
cystectomy. About four fifths of the chronic carriers who under- 
went cholecystectomy were freed from their infection. Hence the 
conclusion “an operation is still the best method in trying to rid 
the chronic carrier of the specific germ. The indications must be 
that (it) is demonstrable in the bile by duodenal tubage and 
that gallstones or functional disturbances of the gallbladder are 
found by cholecystography.” 


J.A.M.A., March 3, 1951 


COLOMBIA 


Strains of Enterobacteriaceae in Bogota.—Dr. Hernando Groot 
recently lectured on this subject at the National Academy of 
Medicine. He recorded the incidence of Salmonella, Shigella, 
Proteus and strains of the Paracolon group in a total of 470 
persons. Of this number, 50 persons were healthy, 151 had 
diarrhea without fever, 182 had diarrhea with fever and 87 
had a history of previous attacks of diarrhea only. The data 
were classified according to the age and the economic condi- 
tion of the subjects. The results showed the high incidence in 
Bogota of shigellosis and of salmonellosis in diarrhea accom- 
panied by fever. The incidence of shigellosis was 15.2 per cent 
in patients who were less than 1 year old; 21.2 per cent in those 
who were | to 4 years old and 20.3 per cent in those who were 
15 and older. The incidence of salmonellosis in the same group 
was 24.3, 7.7 and 7.6 per cent, respectively. The observations 
indicate that age has no influence on the incidence of shigellosis 
whereas it is important in salmonellosis. Statistically significant 
differences in regard to the economic condition of the patients 
were not observed. The most commonly found Salmonella 
organisms were S. schottmiilleri, S. typhimurium and S. New- 
port. The most frequent Shigella organisms were S. paradys- 
enteriae (Flexner and sonnei). 


Treatment of Schizophrenia with Histamine.—Dr. Alvaro Villar 
Gaviria conducted experiments with histamine on schizophrenic 
patients at the Asylum for Insane Women in Bogota. The 
author based his theory on the experiments of Marshall and 
Tarwater (Journal of Nervous and Mental Diseases 88:36, 
1938) and followed the technic and notes published by A. M. 
Sackler and his associates (Journal of Nervous and Mental 
Diseases 110:149, 1949). The author treated 30 patients with 
various types of schizophrenia. The minimum number of injec- 
tions was 30 and the maximum 95. The average duration of 
treatment was 30 days. The doses varied between 1.25 and 2 mg. 
As an innovation, the author dissolved the second of the two 
daily doses of histamine phosphate, in a vehicle of slow absorp- 
tion, rather than in normal serum. The vehicle used was a 2 
per cent solution of methoxylate polygalacturonic acids, of 
which 0.5 to 1 cc. was injected. The action lasted about three 
hours by this method. Treatment was stopped when improve- 
ment appeared to be lasting in some cases; in others, it was 
prolonged for an extra week following remission. This latter 
procedure seemed to be more efficacious. In hopeless cases, the 
maximum dose was sustained for 30 to 40 days. Of the 30 
patients, total remission was obtained in 14 patients, partial 
remission in four and no remission in 12. Five of the patients 
had received previous treatment without any result. Total remis- 
sion was obtained in two and partial remission in one of the 
five patients. Hebephrenics obtained the greatest benefit from 
the treatment; the results in catatonics were poor. The treat- 
ment was not disagreeable for the patient and there was no 
complication in 1,853 administrations of the drug. The author 
concludes that histamine gives a percentage of total and partial 
remissions and that, since the drug does not cause convulsions, 
it can be used in patients whose organic condition does not 
permit the use of convulsants. 


Medical Television.—The recent presentation in Bogota was 
the first viewing of medical television in Colombia. The pro- 
gram was sponsored by E. R. Squibb & Sons Inter-American 
Corporation, and was designed for the transmission of surgical 
operations. It was organized by the Sociedad de Cirugia (Society 
of Surgery) of Bogota. Operations were performed in the San 
José Hospital, and television reception was installed in the 
Faculty of Medicine of the National University for the doctors 
and the students. The following surgical operations were per- 
formed by distinguished surgeons of the capital: artificial 
bladder (Triana’s operation), Dr. Santiago Triana Cortés; Mil- 
lin’s prostatectomy, Dr. Miguel A. Rueda Galvis; total hyster- 
ectomy, Dr. Arturo Aparicio J.; subtotal gastrectomy with 
central stoma, Dr. Hernando Anzola Cubides; total gastrectomy 
by the thoracic route, Dr. Carlos E. Camacho R.; lower right 
lobectomy, Dr. Guillermo Rueda Montafia; intracapsular cata- 
ract, Dr. Jorge Suarez Hoyos; vaginal hysterectomy, Dr. Marco 
T. Aguilera Camacho, and arthrodesis of the hip joint, Dr. 
Eduardo Cubides Pardo. 
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“THE DOCTORS’ LOBBY” 


To the Editor:—The following is a letter which I wrote to the 
Atlantic in reply to Dr. James Howard Means’ article in the 
November issue of that magazine entitled “The Doctors’ 
Lobby”: 

When Dr. James Howard Means, in his article entitled 
“The Doctors’ Lobby,” which appeared in your October 1950 
issue, states that he is “no socialist,” one might remark “Well, 
then, doctor, you had better take down your sign.” He is 
certainly following the party line when he says that the 
“majority cannot afford medical care under the prevailing fee- 
for-service system, and in many places adequate personnel and 
facilities are not available.” Certainly the figures do not bear 
out the statement that the “majority cannot afford medical 
care,” and there are plenty of statistics available on this. (For 
example, only 60 per cent of New York’s up-state families 
earn $3,200, or more, a year. Yet in one county, even without 
employer help, 72 per cent of the people are covered by Blue 
Cross. Eleven out of every 100 Empire Staters require general 
hospital care each year. Per diem outlays per patient in 14 
leading institutions rose from an average of $1.40 in 1888 to 
$14.61 in 1948, yet since 1888 the average patient’s hospital 
stay has dropped from 52 days to 8’ days.) The statement that 
in some places adequate personnel and facilities are not avail- 
able is undoubtedly true, but adequate personnel and facilities 
are available in greater quantity in this country than in any 
other country in the world. There is one doctor to every 710 
of the population in this country—more per capita than in any 
other country in the world cxcept Israel, which has an abnormal 
situation because of the many displaced persons there. But 
what does Dr. Means want to do about the relative shortage 
of doctors and facilities in some places? He talks like it is the 
fault of the A. M. A. Can the A. M. A. force a doctor to live 
and practice some place against his will? It cannot. Even the 
bill for National Compulsory Health Insurance does not pro- 
vide for such a scheme. If the government did attempt such 
coercion, we would no longer be a free country. Several states 
are remedying the situation by offering scholarships to men 
who will go through medical school and enter practice in rural 
districts. Some localities who need doctors are offering office 
equipment and laboratory facilities in order to induce doctors 
to locate there. That is certainly the American way. 

Dr. Means speaks of British socialism as being democratic. 
He must know that democracy and socialism are two entirely 
different forms of government and that therefore there cannot 
be any such thing as democratic socialism. Democracy guar- 
antees the individual the right to earn a living as he pleases, 
to spend his money as he pleases, to live as he pleases, and in 
short to be a free man. Under socialism, however, the indi- 
vidual leads a planned life as determined by a paternalistic 
government, and is a long ways from being free even in a 
country like England. We are slipping entirely too much into 
that pattern to suit most of us. 

I do not go along with everything which the A. M. A. advo- 
cates, nor do I oppose everything which it opposes, but on the 
whole the A. M. A. has done an excellent job in improving 
medical education in this country, and in improving medical 
care. I deprecate Dr. Means’ sarcastic remarks about the 
efforts of the A. M. A. to prevent the country’s going social- 
istic. I also deprecate his intimation that the A. M. A. is about 
to practice coercion on its members. He intimates that this 
coercion would take the form of expulsion from membership, 
which would cut off the doctor’s opportunity to keep in touch 
with his professional brethren. He also states that loss of hos- 
pital appointments might follow expulsion. It, of course, is 
not true that a doctor’s opportunity to keep abreast of his pro- 
fession is dependent on his membership in a medical society. 


Neither do I know of any hospital which requires membership 
in a medical society as a requisite for membership on its staff. 

Dr. Means seems to favor federal aid to medical schools, 
which the A. M. A. opposes. I am in accord with the A. M. A.’s 
Opposition to such aid. The Supreme Court of the United States 
has ruled that what the federal government subsidizes it must 
control, and I fgr one do not want the federal government 
controlling our medical schools. The blight of bureaucracy 
is a damning blight. Dr. Means refers to the fact that many 
of our first-rate schools are already operated and supported 
by state governments. That is true, and of that I heartily 
approve. That is a local affair, not a federal affair. The foun- 
dation stone of democracy is local self-government. That is why 
the states, when the Constitution was ratified, put in a pro- 
vision to the effect that all powers not specifically surrendered 
to the federal government by the Constitution were retained 
by the states. The framers of the Constitution had no thought 
that some day the innocuous words “general welfare” in the 
prefatory preamble would be seized upon by a New Deal 
socialistic government as an excuse for the federal govern- 
ment’s seizing powers which the founding states had no intention 
that the central government should ever have. 


Amos R. Koontz, M.D., 1014 St. Paul Street, Baltimore. 


TWO MICROSCOPES LOST 


To the Editor:—On the night of January 23 a thief forced 
entrance into my office, and made off with two microscopes, 
one a stereoscope for parasite and embryology slides, the other 
a late model Leitz Ortholux Research microscope. I do not 
have the serial number on the Leitz, but the porcelain on the 
collar of the lamp was cracked; then, too, this style and model 
is exceptional. I had never feared its being stolen, as there are 
not many in America. This particular microscope was brought 
over by Captain Farmer. Both of these instruments have trans- 
formers, or did have. Any help will be appreciated. Also, there 
may be others who have been as careless as I, who fail to 
record the serial numbers of their instruments. 


J.” E. WEINMAN, Professor of Veterinary 
Anatomy, 103 Connaway Hall, Univer- 
sity of Missouri, Columbia. 


DANGERS OF INTRAUTERINE PASTES 


To the Editor:—The article on “Criminal Abortions Induced 
by Intrauterine Pastes” by Dutra, Cleveland and Lyle 
(J. A. M. A. 143:865 [July 8] 1950) reminded me of an 
article published by me (/ndian M. Gaz. 78:320, 1944) describ- 
ing a patient who had a severe fit of cough soon after the 
introduction of the paste. She complained of intense pain in 
the chest and loins, perspired profusely and became cyanosed, 
pulseless and comatose. She recovered consciousness after 
injections of epinephrine and a 25 per cent solution of niketha- 
mide, but the pain persisted in the left side of the chest and 
the left loin. Soon after, a paroxysm of cough was followed 
by bloody sputum, and she also had frank hematuria. Later, 
the signs and the course were those of pneumonic consolida- 
tion, ending in complete recovery. The interest of the case 
lies in the simultaneous development of pulmonary and renal 
infarction in the absence of a recognizable congenital cardiac 
anomaly after intrauterine use of an abortifacient paste. 


P. L. DesHMUKH, M.D., 
Poona City, India. 
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REACTIONS TO DEXTROSE 


To the Editor:—In an editorial entitled “Reactions to Dex- 
trose,” in THE JouRNAL of Dec. 16, 1950, attention is called to 
the claim by Randolph and his co-workers that allergic reactions 
from intravenous injection of dextrose occur in corn-sensitive 
patients. The editorial appears to support the validity of this 
claim by several statements, among them: “These authors 
demonstrated that crystalline sugars prepared from corn starch 
may cause intensive allergic reactions when ingested by persons 
highly sensitive to corn.” It is stated further: “It is therefore 
not surprising that there should be occasional reactions to intra- 
venous injections of dextrose that is prepared from simple 
hydrolysis of corn starch.” 

We believe that the failure to present a more complete 
version of the picture of certain phases of food allergy in the 
editorial may be misleading and productive of unnecessary fears. 
We are aware that a small group of allergists for some time 
have adhered to a belief that can be summarized as follows: 
“Foods are a common cause of allergy and corn is about the 
most common food causing allergy. Refined products of corn, 
such as corn oil, corn starch, corn syrup and pure dextrose 
(from corn) commonly cause allergic symptoms; other refined 
food products (cane sugar, beet sugar, etc.) cause allergic 
symptoms in persons sensitive to the native food from which 
the product is derived. Extremely small amounts (such as the 
sugar in a lozenge or the corn starch in a pill) may cause 
marked allergic reactions. In the majority of instances the 
‘allergic reactions’ or chronic symptoms consist of such syn- 
dromes as fatigue, nervousness, muscle pain, pulling and draw- 
ing of muscles of the neck, mental depression, inability to 
concentrate, chilliness and headache.” 


The experience of the vast majority of experienced and well 
trained allergists and immunologists has been diametrically 
opposite to the view of this group. More recently a nationwide 
study directed by Mary Loveless was designed to test this ques- 
tion of allergy to corn products. The survey consisted of a 
poll of allergists as well as an experiment of masked ingestion 
tests with corn products. A poll of a large number of allergists, 
whose records surveyed comprised 45,000 showed an incidence 
of 0.16 per cent of allergy to corn (meal or whole corn) by 
ingestion (Symposium on Food Allergy, J. Allergy 21:500 
[Nov.] 1950). This percentage is to be contrasted with the 
findings of 16 to 30 per cent incidence of Rinkel, Randolph, 
Rowe and Crandon. In the feeding experiments directed by 
Loveless the feedings were so masked that neither the patient 
nor the physician could tell which had or did not have the 
corn product. Some of the corn-sensitive patients had allergic 
symptoms when given large feedings of corn starch. None had 
any symptoms as a result of feeding corn oil, corn syrup or 
corn sugar. 


Let us examine further the question of reactions from dex- 
trose intravenously. In the paper by Randolph and his asso- 
ciates quoted in the editorial the following statements are made: 
“One of us tabulated the past and present evidence of allergic 
manifestations in a group of 140 student nurses and found that 
60 per cent had a history of some unmistakable allergic 
response.” It is stated further: “One in five new patients is 
found to be clinically sensitive to corn and the majority of this 
group react with allergic manifestations after the ingestion of 
corn sugar or syrup.” This would imply that about 12 out of 
100 of the general population have allergic symptoms from 
the ingestion of refined corn products. Since it is claimed that 
all the corn-sensitive patients tested with corn dextrose intra- 
venously had allergic reactions, 12 per cent of the population 
receiving dextrose injections should be expected to have allergic 
reactions. Furthermore, it would be anticipated that this inci- 
dence should be even greater in view of the fact that according 
to general experience in all allergic reactions intravenous admin- 
istration of an allergen presents a greater and far more certain 
hazard than ingestion of the allergen. If corn dextrose were 
such a common and potent allergen, then the millions of intra- 
venous injections of dextrose should have resulted in hundreds 
of thousands of allergic reactions, indeed in many thousands of 
fatalities. It is obvious that this does not agree with facts. 


J.A.M.A., March 3, 1951 


Perhaps the explanation of the experience of the proponents 
of “sugar allergy” can be found in the nature of their patients 
and their complaints. The presenting complaints of the patients 
which brought them to the physician and the symptoms com- 
plained of after dextrose administration are virtually the same. 
In general, they constitute a combination of a number of the 
following symptoms: pulling and drawing sensation of nuchal 
muscles, fatigue, aching of extremities, headache, dizziness, 
drowsiness, tenseness of muscles, impairment of memory, 
aphasia, melancholia, despondency, dopiness, belching, exces- 
sive gas, chilliness and inability to concentrate. The majority 
of allergists of large experience as yet have not seen fit to 
accept the claim that such symptoms are classifiable as allergic. 
Graham and his associates (Graham, D. T.; Wolf, S., and 
Wolff, H. G.: J. Allergy 21:478 [Nov.] 1950), on the basis of 
objective experiments, call attention to emotions and psycho- 
logical suggestion as possible pitfalls of interpretation of food 
allergy in many cases. The above considerations coupled with 
other immunologic evidence do not support the idea of allergy 
to dextrose. Since injection of dextrose has come to be a 
common and highly important therapeutic procedure, it is 
necessary that the unjustified fear of dextrose allergy be 
— SAMUEL M. FEINBERG, M.D., 

185 North Wabash, Chicago. 

Harry L. Huser, M.D., 

122 South Michigan, Chicago. 
J. Harvey Brack, M.D., 

1719 Pacific Avenue, Dallas, Texas. 
Kari D. Ficiey, M.D., 

316 Michigan Street, Toledo, Ohio. 


To the Editor:—With reference to the editorial “Reactions to 
Dextrose” (J. A. M. A. 144:1379 [Dec. 16] 1950), there can 
be no doubt that the implications of Randolph's claim for the 
allergenicity of dextrose by infusion are too serious to be dis- 
regarded. The possible danger to the public from this source 
is particularly pertinent in view of threatened atomic warfare, 
since dextrose might have to be used intravenously on a broad 
scale. Dr. Randolph’s conclusions are entirely logical, but, 
like the superstructure of Lysenko’s genetics, the underlying 
premise lacks scientific validity. Randolph holds that allergy 
for cereals is common, that corn is the first offender among 
food allergens and that its derivatives, sugar, syrup and oil, 
are allergenic excitants. These claims were given so much 
publicity that the United States Food and Drug Administration 
made a thorough exploration of the facts and theories about 
two years ago, in response to demands for special labeling of 
all edible products containing these derivatives. The hearings 
failed to reveal that any need existed. They led to an investi- 
gation by me and numerous collaborating allergists and pedi- 
atricians all over the country. The purpose of these studies 
was twofold: (1) to learn by questionnaire the true incidence 
of clinical manifestations from whole corn and its derivatives 
and (2) to devise and employ an objective feeding test of the 
“masked” variety, which minimized psychological, physiological 
and other extraneous influences. 

Neither of these efforts confirmed the findings of Rinkel, 
Rowe and Randolph. Allergy for whole corn was reported for 
only a fraction of 1 per cent of 45,000 patients who were being 
attended by specialists most apt to encounter food allergy. This 
figure stood in contrast to that of 20 to 30 per cent given as 
the incidence by the food experts. Similarly, not a single 
instance could be found, by history or deliberate feedings, of 
sensitivity for corn sugar, syrup or oil. A few persons were 
located who developed reproducible symptoms from corn starch 
in large quantities when it was fed in the “blindfold” manner. 
Unfortunately Randolph refused to participate in these studies 
and failed to make any reference to the mass of evidence 
against his theories when publishing the recent article in the 
Archives of Surgery. 


. Mary Hewitt Love cess, M.D., 
Associate Professor of Clinical Medicine, 
Cornell University Medical College, 
New York. 
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ALABAMA 
Macon County Hospital, Tuskegee 


ARIZONA 
Williams Hospital, Williams 


ARKANSAS 
Polk County Memorial Hospital, 
Mena 


Drew County Memorial Hospital, 
Monticello 

CALIFORNIA 
Paradise Sanitarium and Hospital, 
Los Angeles 
Veterans Administration Center 
(Neuropsychiatric), Los Angeles 
Sequoia Hospital, Redwood City 


COLORADO 
Memorial Hospital, Craig 


FLORIDA 
Mercy Hospital, Miami 


GEORGIA 
Worth County Hospital, Sylvester 


IDAHO 
Bear Lake Memorial Hospital, 
Montpelier 
INDIANA 
Perry County Memorial Hospital, 
Tell City 
IOWA 
Veteran’s Memorial Hospital, 
Waukon 
KANSAS 
Rush County Memorial Hospital, 
La Crosse 
LOUISIANA 
Arcadia Hospital, Arcadia 
Jonesville Clinic-Hospital, Jonesville 
Ball and Ellington Clinic-Hosp., 
Rayville 
Veterans Administration Hospital, 
Shreveport 


MINNESOTA 
Swift County-Benson Hospital, 

enson 
Karlstad Memorial Hospital, 
Karlstad 
Louis Weiner Memorial Hospital, 
Marshall 

MIssISsSIPPI 


Tippah County Hospital, Ripley 


Missouri 


Veterans Administration Hospital, 
Poplar Bluff 


MONTANA 
Sweet Grass Community Hospital, 
Big Timber 
NEBRASKA 


Henderson Community Hospital, 
Henderson 

Kimball County Hospital, Kimball 

Veterans Administration Hospital, 
Omaha 

Memorial Hospital, Seward 


NEVADA 
Carson-Tahoe Hospital, Carson City 
New Jersey 

Ocean Rest Sanitarium, Atlantic 


Ci 
Burdette Tomlin Memorial Hosp., 
Cape May Court House 


NEW HOSPITALS REGISTERED 

The following hospitals were registered by the Council on 
Medical Education and Hospitals of the American Medical 
Association at its meeting in Chicago, Feb. 9, 1951: 


New York 
Terrace Heights Hospital, Hollis 
Mahopac Hospital, Mahopac 


James Ewing Hospital, New York 
ity 


NorTH CAROLINA 


Sampson County Memorial Hosp., 
Clinton 


Pitt County Memorial Hospital, 
Greenville 


Quigless Clinic-Hospital, Tarboro 


NortH DAKOTA 
St. Joseph's Hospital, Oakes 
Memorial Hospital, Richardton 


Ou10 


Florence Crittenton Hospital, 
Cleveland 


Mercy Hospital, Springfield 


OKLAHOMA 


Kingfisher Community Hospital, 
Kingfisher 


OREGON 
Malheur Memorial Hospital, Nyssa 


PENNSYLVANIA 


Fulton County Medical Center, 
McConnelsburg 


Wynnefield Hospital, Philadelphia 


Veterans Administration Hospital, 
Wilkes Barre 


SOUTH CAROLINA 


Georgetown County Memorial 
Hospital, Georgetown 


Spartanburg Tuberculosis Hospital, 
Spartanburg 
TENNESSEE 
Cumberland Medical Center, Cross- 
ville 


Sullenberger Clinic and Hospital, 
Dandridge 


Jackson-Madison County General 
Hospital, Jackson 

Swingle Clinic-Hospital, Johnson 
City 

Lauderdale County Hospital, Ripley 


TEXAS 
Alpine Hospital, Alpine 
Chambers County Hospital, 
Anahuac 


Elm Rest Hospital, Dallas 


Edgar-Renegar Clinic and Hosp., 
Levelland 


Lawler Clinic-Hospital, Mercedes 
Monahans Hospital, Monahans 
Memorial Hospital, Stanton 


UTAH 
Fillmore Latter-Day Saints Hosp., 
Fillmore 
WASHINGTON 
Veterans Administration Hospital, 
Spokane 
VIRGINIA 
Vincent Pallotti Hospital, Morgan- 


WYOMING 
Greybull Hospital, Greybull 


Weston County Memorial Hospital, 
Newcastle 
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Constitutionality of Marihuana Tax Act.—The United States 
sued the defendant for recovery of a sum of money for taxes 
and interest alleged to be due under the provisions of the 
Marihuana Tax Act. The trial court dismissed the case on the 
ground that the Act was unconstitutional because it levied a 
penalty and not a tax, so the plaintiff appealed to the Supreme 
Court of the United States. 

In enacting the Marihuana Tax Act, said the Supreme Court, 
the Congress had two objectives: First, the development of a 
plan of taxation which will raise revenue and at the same 
time render extremely difficult the acquisition of marihuana 
by persons who desire it for illicit uses and, second, the devel- 
opment of an adequate means of publicizing dealings in 
marihuana in order to tax and control the traffic effectively. 
The Marihuana Tax Act, the Court continued, imposes a 
special tax ranging from one to twenty-four dollars on persons 
who deal in marihuana. Such persons must register at the 
time of the payment of the tax with the Collector of the 
District in which their businesses are located. The law then 
makes it unlawful, with certain exceptions, for persons to 
transfer marihuana except in pursuance of a written order of a 
transferee on a blank form issued by the Secretary of the 
Treasury. The transferee, at the time he applies for the order 
form, is required to pay a transfer tax of $1 per ounce if he has 
paid the special tax and registered or $100 per ounce if he 
has not paid the special tax and registered. It is obvious, said 
the Supreme Court, that imposing a severe burden on transfers 
to unregistered persons implements the congressional purpose 
of restricting traffic in marihuana to accepted industrial and 
medicinal channels. Despite the regulatory effect and the close 
resemblance to a penalty, however, it does not follow that the 
levy is invalid. 

In the first place, said the Supreme Court, it is beyond 
serious question that a tax does not cease to be valid merely 
because it regulates, discourages, or even definitely deters the 
activities taxed. The tax in question is a legitimate exercise of 
the taxing power despite its collateral regulatory purpose and 
effect. Secondly, said the Supreme Court, the tax is not condi- 
tioned upon the commission of a crime. The tax is on the 
transfer of marihuana to a person who has not paid the special 
tax and registered. Such a transfer is not made an unlawful 
act under the statute. Liability for the payment of the tax 
rests primarily with the transferee; but if he fails to pay, then 
the transferor, as here, becomes liable. It is thus the failure 
of the transferee to pay the tax that gives rise to the liability 
of the transferor. Since his tax liability does not in effect 
rest on criminal conduct, the tax can be properly called a 
civil rather than a criminal sanction. Nor is the civil character 
of the tax altered by its severity in requiring a heavier tax 
where the transferee has not registered. The difference has a 
rational foundation. Unregistered persons are not likely to 
procure the required order form prior to transfer or pay the 
required tax. Free of sanctions, dealers would be prone to 
accommodate such persons in their unlawful activity. The 
imposition of equally severe tax burdens on both transferors and 
transferees is reasonably adapted to secure payment of the 
tax by transferees or stop transfers to unregistered persons, as 
well as to provide an additional source from which the expense 
of unearthing clandestine transfers can be recovered. 

Accordingly the judgment of the district court holding the 
Act to be unconstitutional was reversed and the cause 
remanded.—United States v. Sanchez, et al., 71 S. Ct. 108 
(1950). 


} 


A.M.A. Arch. Dermat. and Syphilology, Chicago 


62:615-770 (Nov.) 1950. Partial Index 
*Granuloma Ingufnale and Its Treatment with Oral Aureomycin. M. 
Zises and G. C. Smith.—p. 642. 
Appraisal of Toxicity of Gamma Isomer of Hexachlorocyclohexane in 
Clinical Usage. L. K. Halpern, W. E. Wooldridge and R. S. Weiss 


—p. 648. 

Carcinoma en Cuirasse: Primary Lesion in Stomach. G. Harvey and T. 
Cochrane.—p. 651. 

Haemangioendothelioma of Skin with Metastasis to Liver, Lungs and 
Lymph Nodes. A. 1. Weidman.—p. 655. 

Role of Parenteral Multivitamin Therapy in Treatment of Acne. P. R. 
Kline.—p. 

Extensive Pyodermatitis Vegetans Cured by Electrodesiccation and 
Curettage. J. R. Allison, A. M. Robinson and L. D. Frutchey. 
—p. 666. 

Contact —— Due to Synthetic Resins in Shoe Linings. J. W. 
Jordon.—p. 


Cholesterol contain Studies of Serum of Xanthelasma Patients. 
. W. Fowlkes and J. C. Forbes.—p. 681. 
Bismuth Penicillin in Treatment of Acute Syphilitic Orchitis of Rabbits. 
Monash and J. A. Kolmer.—p. 689. 

Aureomycin for Granuloma Inguinale.—Seventeen patients 
with granuloma inguinale were treated by Zises and Smith. 
Four had had no other treatment, four had received an inade- 
quate amount of antimony therapy and nine had received 
antisyphilitic treatment. None had received either streptomy- 
cin or aureomycin. The patients were given 500 mg. of 
aureomycin orally every six hours for 12 days, or until a 
total of about 25 Gm. had been given. In a few cases smaller 
daily doses were given, but the treatment was continued for 
15 or 16 days. Nausea with or without vomiting occurred in 
eight of the 17 patients. Four of these tolerated the drug 
without administration of antacids, and the symptoms of the 
other four disappeared when aluminum hydroxide gel 
(amphogel®) was administered with the aureomycin. Patients 
receiving aluminum hydroxide gel showed as much healing on 
the same dosage schedule as those not receiving the antacid. 
This suggests that smaller doses of aureomycin than those 
used in this study may be curative in granuloma inguinale. 
Healing occurred in all cases, but one patient had a relapse 
and one was retreated because of incomplete healing. 
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*Studies on L. E. Phenomenon. S. S. Barnes, T. W. Moffatt, C. W. 
Lane and R. S. Weiss.—p. 771. 

Pemphigus Vulgaris: Clinicopathological Study of 100 Cases. F. C. 
Combes and ©. Canizares.—p. 786. 

Formaldehyde in Treatment of Warts. F. W. Lynch and I. M. Karon. 
—p. 803. 

Abnormalities in Chemical Composition of Skin Surface Film in 
Psoriasis. S. Rothman.—p. 814. 

Cheilitis Glandularis: Manifestation of Emotional Disturbance. A. R. 
Woodburne and O. S. Philpott.—p. 820. 

*Dryness of the Mouth. H. V. Allington.—p. 829. 

Macrocytic Anemia and Impaired Liver Function in Eczematous and 
Certain Other Dermatoses. S. Ayres Jr., S. Ayers III and J. 1. 
Mirovich.—p. 851. 

Hidradenoma of Vulva. N. P. Anderson.—p. 873. 

*Multiple Glomus Tumors. W. H. Eyster Jr. and H. Montgomery. 
893. 

L. E. (Lupus Erythematosus) Phenomenon.—Barnes and co- 

workers evaluate current methods of demonstrating the lupus 

erythematosus phenomenon (clumping of polymorphonuclear 
neutrophils and phagocytosis of basophilic bodies) and confirm 
the diagnostic value of these tests. They believe that methods 
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demonstrating this phenomenon in the sternal marrow of lupus 
erythematosus patients or in normal marrow mixed with lupus 
erythematosus plasma are satisfactory and reliable. On the 
other hand, the finding of L. E. cells in the peripheral blood 
of patients with this disease is difficult and tedious. Simpler 
than either of these methods is the authors’ technic of inducing 
these cells in normal peripheral blood mixed with lupus ery- 
thematosus plasma. In this and other tests the occurrence of 
L. E. cells does not depend on the presence of anticoagulant. 
Applying their test to 41 patients with lupus erythematosus and 
to 92 patients with other diseases, they found that the lupus 
erythematosus phenomenon was present invariably in the active 
stages of acute lupus erythematosus, occasionally in the sub- 
acute form and never in chronic lupus erythematosus. It was 
not present in other collagen diseases or in diseases accom- 
panied with an elevated serum globulin. A similar but not 
identical phenomenon appeared in patients with multiple mye- 
loma. The authors conclude that the L. E. cell is specific for 
lupus erythematosus. Its absence does not exclude a diagnosis 
of acute lupus erythematosus but makes it unlikely. The test 
should prove helpful in the differential diagnosis of fevers of 
unknown origin. As an incidental observation, the authors 
report a new type of inclusion body within polymorphonuclear 
leukocytes that may prove to be a stage in the evolution of the 
lupus erythematosus body. 


Dryness of the Mouth.—Dry mouth due to diminished secre- 
tion of saliva is a distressing condition. It may lead to redness, 
soreness and fissuring of the mucous membranes, with eventual 
atrophy. In severe cases rapid deterioration of the teeth follows. 
Chewing and swallowing may become difficult. Inadequate 
amounts of saliva may result from (1) a decrease in salivary 
gland substance (congenital hypoplasia, senile atrophy, destruc- 
tion following surgical intervention, irradiation, inflammation 
or neoplastic infiltration); (2) disturbances of innervation (cen- 
tral or peripheral nerve lesions, emotional states, psychoses, 
interference with conduction of nerve impulses due to drugs, 
toxic agents or metabolic disturbances); (3) dehydration, and 
(4) unknown causes (Sjégren’s syndrome). In Sjégren’s syn- 
drome dry mouth is associated with dryness of the eyes and 
mucous membranes of the nose, throat and vagina and 
with deficient gastric secretion. Many of these features suggest 
deficiencies of vitamin A, nicotinic acid and riboflavin and 
some of them are seen in pernicious anemia, iron deficiency. 
anemia and Plummer-Vinson syndrome. There is a frequent 
association of the syndrome with rheumatoid arthritis and with 
the endocrine changes that occur in postmenopausal women. 
Treatment of dry mouth must be directed toward the causative 
factor. 


Glomus Tumors.—Glomus bodies, normal components of the 
skin, are modified arteriovenous anastomoses distributed widely 
over the body but most numerous on the extremities and nail 
beds. From these bodies glomus tumors occasionally develop. 
These may assume one of two forms. Usually they are small, 
solitary, deep red to purple nodules that are extremely painful 
to pressure. At times, however, they are multiple and painless. 
Histologically, both types of tumor show dilated, contorted 
vascular spaces (with or without smooth muscle) surrounded 
by numerous polyhedral “glomus” or epithelioid cells. In addi- 
tion, the solitary, painful tumors show multiple neurofibrils 
associated with the glomus cells, while the multiple painless 
tumors do not. The authors report on a case that they believe 
represents a transition between these two types and demon- 
strates that they are not essentially different. This patient, a 
55 year old woman, had multiple, small, purplish, dome-shaped 
nodules scattered over the entire body, some of which were 
sensitive to pressure while the majority were not. Histologically, 
both the painful and the painless lesions showed the features 
of glomus tumor, including neurofibrils. The incidental obser- 
vation of undifferentiated mesenchymal cells adjacent to the 
glomus cells suggested that the latter arose directly from 
mesenchymal cells rather than from smooth muscle. 
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Stack Disposal of Chemical Waste. C. A. Gosline.—p. 621. 


CONFERENCE ON SICKNESS DISABILITY INSURANCE 
Significance of Sickness Disability Laws as Social Legislation. M. E. 
Segal.—p 
Relationships of Sickness Disability Insurance to Workmen’s Com- 
pensation and Unemployment Insurance. A. J. Bohlinger.—p. 639. 
Underwriting Principles in Sickness Disability Insurance. H. S. Beers. 
—p. 6 


0. 

Probable Future Developments in Sickness Disability Insurance. M. D. 
Miller.—p. 658. 

Problems Encountered in Inaugurating New York State’s Disability 
Benefits Law. E. E. Towson.—p. 669. 

Attitudes of Organized Labor Toward Sickness Disability Insurance. 
D. Kapian.—p. 670. 

Effects of Sickness Disability Legislation on Employee Relations. 
R. E. Chislett.—p. 675. 

Sickness Disability Insurance and Preventive Medicine. L. J. Gold- 
water.—p. 

*Identification of Particles in Los Angeles Smog by Optical and Electron 
Microscopy. R. D. Cadle, S. Rubin, C. I. Glassbrook and P. L. 
Magill.—p. 698. 

Toxicity of Sulfuric Acid Mist. J. F. Treon, F. R. Dutra, J. Cappel and 
others.—p. 

Dust Study of Building Brick Industry in Indiana. J. F. Keppler and 
H. E. Bumsted.—p. 735. 

Acute Pulmonary Complications Following Inhalation of Chromic Acid 
Mist: Preliminary Observations of Two Patients Who Inhaled Massive 
Amounts of Chromic Acid. J. B. Meyers.—p. 742. 


Particles in Los Angeles Smog.—A group at the Stanford 
Research Institute has been investigating the nature of smog 
in Los Angeles County. An important part of this study was the 
determination of the physical and chemical composition of 
air-borne particulate matter. Several well known methods of 
sampling, such as thermal precipitation, impaction and settling 
were used. Charged particles were collected on charged micro- 
scope slides. The over-all composition of the material collected 
was studied by chemical-microscopic methods employing optical 
and electron microscopes. The identity of individual particles 
was determined by studies of the optical properties and by 
depositing of reagents on the particles with micropipets con- 
trolled by a micromanipulator. Tarry materials, oily and 
aqueous droplets and crystals, which were mainly ammonium 
sulfate, were collected from Los Angeles smog. Hexagonal 
crystals tentatively identified as fluorides were occasionally 
observed. Settling technics were particularly convenient for 
collection of samples to be studied with the electron microscope. 
Particles that appeared to have been originally droplets con- 
taining dissolved solids, and droplets of a relatively nonvolatile 
oil, were observed with the electron microscope. The authors 
feel that the methods described should be applicable to many 
studies of air pollution. 


A.M.A. Archives of Neurology and Psychiatry, Chicago 


64:755-910 (Dec.) 1950 


Capacity of Reinnervated Muscles to Function Efficiently After Prolonged 
Denervation. S. Sunderland.—p. 755. 

Syndrome of Anosognosia. E. A. Weinstein and R. L. Kahn.—p. 772. 

One Operation Cures Three People: Effect of Prefrontal Leukotomy on 
Case of Folie 4 Deux et Demie. M. Partridge.—p. 792. 

*Some Biochemical Changes Observed During Agene®-Induced Convul- 
sions. J. Belford and D. D. Bonnycastle.—p. 797. 

Cécile and Oskar Vogt. J. Olszewski.—p. 812. 

Petit Mal Epilepsy Occurring in Status. W. M. Tucker and F. M. 
Forster.—p. 823. 

Temperature Regulation in Schizophrenia: I. Comparison of Schizo- 
phrenic and Normai Subjecis. Ii. Analysis by Duration of Psychosis. 
Cc. W. Buck, H. B. Carscallen and G. E. Hobbs.—p. 828. 

Effect of Stimulation of Area 4s on Fasciculations. L. Madow, F. M. 
Forster and B. J. Alpers.—p. 843. 

Brain Revascularization After Carotid-Jugular Anastomosis Assessed by 
Angiography. I. M. Tarlov, B. Shure, B. S. Epstein and others. 
—p. 847. 

Further Experiences in Treatment of Septic Meningitis with Bacitracin. 
P. Teng.—>p. 861. 


Biochemical Changes in Induced Convulsions.—Belford and 
Bonnycastle studied the blood chemistry of dogs in induced 
convulsions. The role of various blood constituents in the 
production of a seizure was studied by observation of these 
substances at the various stages of the intoxication—the nor- 
mal, preseizure, seizure and postseizure or interparoxysmal 
stages. The authors found that there are biochemical changes 
in the blood of dogs exhibiting canine “epilepsy” induced by 
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nitrogen trichloride (agene®)-treated proteins that are similar 
to those occurring in human epilepsy. A significant decrease 
in venous glucose occurred prior to the first convulsive attack. 
A significant rise in both arterial and venous glucose levels 
occurred during the convulsion. The arterial glucose was lower 
than normal in the interparoxysmal stage. Serum potassium 
and magnesium showed a rise in the interparoxysma! stage. 
Carbon dioxide decreased in both the arterial and the venous 
blood during the convulsive attack, with persisting levels below 
normal in the venous blood in the interparoxysmal period. 
Calcium, oxygen and cholinesterase showed no changes at 
any stage. Serum inorganic phosphorus did not change sig- 
nificantly, but there was a suggestive rise at the time of the 
convulsive attack. While experiments involving human sub- 
jects have led to the conclusion that material treated with 
nitrogen trichloride is unlikely to produce convulsions, it is 
clear from this report that in canine “epilepsy” a number of 
biochemical changes occur in the blood that resemble those 
reported in human epilepsy. The results reported here and 
those of other investigators suggest that induced canine epilepsy 
might be a profitable field for further investigation of factors 
involved in convulsive disorders. 


Alabama State Medical Assn. Journal, Montgomery 
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Problems of Gastric Carcinoma. G. C. Engel.—p. 149. 
Diseases of Thyroid in Children: Presentation of a Case. J. H. Goode. 
—p. 153. 


Observations on Indications and Results in Splenectomy. A. I. Cheno- 
weth.—p, 156. 


Psychiatry Today. L. L. Rackow.—p. 161. 
20: 189-228 (Dec.) 1950 


Means of Increasing Number of General Practitioners. §. M. Dozier. 
189 


Clinical Symposium on Present Day Use of Antibacterial and Chemo- 
therapeutic Agents: Part I. Genera! Information. A. E. Hussar and 
H. L. Holley.—p. 193. 

Diverticulum of Female Urethra. E. B. Frazer and H. H. Mintz.—p. 204. 

“Importance of Fluoroscopic Positioning of Gastric Tube. J. F. Cren- 
shaw.—p. 208. 

Fluorescopic Positioning of Gastric Tube.—Crenshaw says that 

in order to insure proper aspiration of stomach contents the 

tip of the gastric tube should be well within the most dependent 
part of the greater curvature. This can best be done under 
fluoroscopic control as evidenced by the author’s study. Stom- 
ach tubes were passed by skilled technicians in 100 consecutive 
subjects undergoing gastric analysis. When it was thought that 
the tube was in the stomach, the inserted length was measured 
and the actual position of the tube was determined fluoro- 
scopically. The position was proper in only 31 of the 100 
patients; in the remaining 69 it was inadequate for gastric 
analysis. Of the 31 correct placements only 19 were ideal, with 
no curving of the tube on itself. Diagrams illustrate several 
incorrect tube placements. Measurements of tube length in 
centimeters for what appeared to be the best tube position 
before fluoroscopy varied from 50 to 107 cm. The range of 
60 to 75 cm. was proved to give the best results. 


American Journal of Medicine, New York 


9:715-838 (Dec.) 1950. Partial Index 
Ballistocardiogram, Description and Clinical Use. H. R. Brown Jr. and 
V. de Lalla Jr.—p. 718. 
Hypertension and Renal Dynamics in Aortic Coarctation. J. S. Harris, 
W. C. Sealy and W. DeMaria.—p. 734. 
Blood Volume in Polycythemia as Determined by P® Labeled Red Blood 
Cells. N. I. Berlin, J. H. Lawrence and J. Gartland.—p. 747. 
*Hypercoagulability of Blood Associated with ACTH and Cortisone 
Therapy. S. W. Cosgriff, A. F. Diefenbach and W. Vogt Jr.—p. 752. 
Sickle-Cell Anemia: Clinical Study of 54 Cases. A. B. Henderson. 
757. 


“Tasembocyiegentc Purpura Due to Allergy to Quinidine: Study of 
Mechanism of Thrombocytopenia. E. O. Hirsch and W. Dameshek. 
—p. 828. 

Hypercoagulability Following Treatment with ACTH and Cor- 

tisone.—Ten thromboembolic episodes, including two fatal pul- 

monary emboli, occurred in 175 patients, who were being 
treated with pituitary adrenocorticotropic hormone (ACTH) or 
with cortisone. While these patients were ill with disease that 
might have led to intravascular thrombosis, the possibility 
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existed that pituitary adrenocorticotropic hormone or cortisone 
might have promoted a thrombotic tendency by producing a 
state of hypercoagulability of the blood. To clarify this point, 
a study of the blood coagulation mechanism was undertaken 
in 10 patients receiving treatment with these agents. Eight of 
ten patients showed considerable shortening of the venous 
coagulation time while receiving pituitary adrenocorticotropic 
hormone or cortisone. The two remaining subjects received 100 
mg. of cortisone daily without significant effect on their coagu- 
lation time. The mechanism of the change in blood coagulation 
was not clear. Fibrinogen B was not the cause of the increased 
coagulability, and there was no decrease or increase in the 
naturally occurring heparin-like substances, as evidenced by 
normal protamine titration and heparin tolerance tests. One 
stage prothrombin time determinations revealed no hyperpro- 
thrombinemia. This observation was complemented by obser- 
vations on the response of pituitary adrenocorticotropic 
hormone-treated or cortisone-treated persons to the adminis- 
tration of bishydroxycoumarin (dicumarol®). In none of these 
persons was an increased resistance to bishydroxycoumarin 
observed, and some patients seemed unusually sensitive to this 
drug. Further investigation of the mechanism of the altered 
state of blood coagulation during pituitary adrenocorticotropic 
hormone and cortisone administration is under way. 


Thrombopenic Purpura Due to Quinidine.—Thrombopenic pur- 
pura indistinguishable from true idiopathic thrombopenic pur- 
pura may be a manifestation of allergy. Among the agents 
described as causative factors, the organic arsenicals and sedor- 
mid® (allyl-isopropyl-acetyl-carbamide) have been most fre- 
quently implicated. Many other drugs and even foods have been 
held responsible in isolated instances. The subject of this report 
is another instance of thrombopenic purpura at first thought 
to be idiopathic. Quinidine was suspected as the causative agent 
after a thorough investigation into the drug intake of the 
patient. This suspicion was confirmed when the patient reacted 
to intentional reexposure to this drug with another episode of 


severe thrombopenia. Spontaneous recovery began each time as. 


soon as quinidine was withdrawn. There was thus no indication 
for splenectomy. The possibility of an allergic reaction should 
be carefully explored in every case of what appears to be 
idiopathic thrombopenic purpura, especially if splenectomy is 
contemplated. 


American Journal of Tropical Medicine, Baltimore 
30: 803-946 (Nov.) 1950. Partial Index 
Oxidation-Reduction Potentials in Cultivation of Endamoeba Histolytica. 

L. Jacobs.—p. 803. 

Experimental Infection of Guinea Pigs with Endamoeba Histolytica. D. 
J. Taylor, J. Greenberg, B. Highman and G. R. Coatney.—p. 817. 
Fatal Acute Chagas’ Disease in North American in Canal Zone. W. 

F. Enos and N. W. Elton.—p. 829. 

Application of Immunological Tests of Sera from Captured Wild Animals 
to Study of Yellow Fever Epidemiology. T. P. Hughes and A. 
Perlowagora.—p. 835. 

Extrarenal Azotemia in Cholera. H. Seneca and E. Henderson.—p. 855. 

Experiments with Antibiotic-Killed Cholera Vaccines. O. Felsenfeld, 
V. M. Young and S. J. Ishihara.—p. 863. 

Histoplasmin, Tuberculin and Coccidioidin Sensitivity on Isthmus of 
Panama: Preliminary Report of 500 Patients. H. A. Tucker.—p. 865. 

*Clonorchiasis in Caucasians Living in Greater Boston. D. L. Augustine 
and H. J. Isenberg.—p. 871. 

Acute Allergic Filarial Lymphangitis (Mumu) in American Troops in 

moan Area in World War If. R. W. Huntington Jr., S. Eichold 
and O. K. Scott.—p. 873. 

Treatment of Schistosomiasis Mansoni with Antimony Lithium Thiom- 
alate (Anthiomaline): Final Report. R. Rodriquez-Molina, C. E. 
Acevedo, J. M. Torres and others.—p. 881. 

Susceptibility of Snail Biomphalaria Boissyi to Infection with Certain 
Strains of Schistosoma Mansoni. E. T. Abdel-Malek.—p. 887. 

Psychoneurotic Disturbances in Filariasis, and Their Relief by Removal 
of Adult Worms or Treatment with Hetrazan. M. Kenney and R. 
Hewitt.—p. 895. 


Clonorchiasis in Boston.—Augustine and Isenberg observed 
three cases of clonorchiasis in Boston in men who had lived 
in Shanghai, China, for eight to 10 years. The diagnosis was 
established when eggs of Clonorchis sinensis were found in 
stool specimens. The infections were mild, and none of the 
patients had symptoms that could be associated with the pres- 
ence of liver flukes. These cases and the four reported on by 
Edelman and Spingarn in 1949 in New York City were found 
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among displaced persons of European origin, mainly Jews, living 
during World War II in Shanghai, China. In some cases, the 
disease was acquired early in their sojourn in China by Jewish 
women, during the preparation of fish, which they tasted before 
it was cooked. During February and March 1946, an epidemic 
of clonorchiasis occurred in this group of about 20,000 persons, 
at which time about 20 to 30 per cent became infected. The 
source of infection was pickled fresh-water fish, sold as pickled 
herring. An examination of these fish revealed metacercariae 
in the dorsal muscles. After World War II, the colony of dis- 
placed persons was broken up. It is probable that many of this 
group are now living in the United States, that clonorchiasis 
is prevalent among them, and that, if looked for, the disease 
will frequently be found. Although clonorchiasis has been 
carried for many years to all parts of the world by emigrants 
from the Orient, it has never become established beyond the 
known endemic areas, probably because its major snail hosts, 
Parafossarulus manchouricus and Bulimus fuchsianus, are found 
only in the Orient. The possibility of clonorchiasis becoming 
endemic in the United States seems remote but should not 
be ignored. 
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*Three-Year Follow-Up Study on 202 Cases of Pulmonary Tuberculosis 
Treated with Streptomycin. R. O. Canada, S. T. Allison, N. D. 
D‘esopo and others.—p. 563. 

*Dihydrostreptomycin in Pulmonary Tuberculosis. 
Horton, A. M. Stokes and others.—p. 572. 

Natufe of Action of Streptomycin on Tubercle Bacilli. 
—p. 582. 

Effect of Streptomycin on Tuberculous Meningitis: Study of Three 
Cases at Necropsy. M. G. Netsky, N. S. Ritter and H. M. Zimmer- 
man.—p. 586. 

Alveolar Cell Tumor of Lung. 

94, 


N. S. Lincoln, R. 
L. P. Garrod. 


M. W. Davis and T. R. Simon. 


—?p. 

Evaluation of Certain Dosage Forms of Para-Aminosalicylic Acid 
(PAS). W. P. Boger and F. W. Pitts.—p. 610. 
Promizole: Factors Determining Adequate Dosage. 

Schulman and H. Clemons.—p. 618. 

Evaiuation of Methods of Testing Virulence of Acid-Fast Bacilli. L. 
Richmond and M. M. Cummings.—p. 632. 

Studies on Methods for Determining Sensitivities of Tubercle Bacilli to 
Tibione. M. Russell, D. Bush and C. Hurwitz.—p. 638. 

Late Results of Thoracoplasty According to Type of Pulmonary Tuber- 
culosis: Present Status of 254 Patients Two to 10 Years After 
Thoracoplasty. D. Gutheil, J. D. Steele, A. V. Cadden and S. 
Sakaguchi.—p. 645 

Tuberculoma of Brain: Surgical Removal in Presence of Widespread 
Tuberculosis. T. C. Bernstein, E. G. Krueger and H. R. Nayer. 
—p. 654 


Follow-Up of Streptomycin-Treated Tuberculosis Patients.— 
Beginning in July 1946, streptomycin was given to 223 patients 
with pulmonary tuberculosis in seven Veterans Administration 
hospitals. The present report is based on a follow-up survey 
of 202 of these patients made approximately three years after 
streptomycin therapy was completed. The dosage of strepto- 
mycin was 1.8 to 2.0 Gm. per day for 120 days. A majority 
of the patients had progressive, predominantly exudative, 
advanced pulmonary tuberculosis. During the three year period 
following streptomycin therapy, 28 per cent of 202 patients 
died. Arrest or apparent arrest of the disease was attained in 
40 per cent of 187 patients for whom this information was 
available. Approximately one third of the living patients were 
gainfully employed, and one half were able to be up and about 
nine or more hours a day. Although the mortality rate was 
higher and death occurred earlier in the patients under 25 
years of age, those who survived the three year post-treatment 
period more often had inactive disease than did those over 25 
years old. Sputum conversion occurred in 25 per cent of the 
patients during therapy and in an additional 25 per cent in the 
post-treatment period. The sputum of 7 of 29 patients whose 
sputum was negative at the end of therapy and who were living 
three years later had become positive. Multiple streptomycin 
sensitivity tests performed on tubercle bacilli obtained from 80 
patients after the completion of 120 days of streptomycin 
therapy showed organisms resistant to more than 10 micro- 
grams of streptomycin per cubic centimeter in 80 per cent of 
the cases. There was no indication of decrease in the incidence 
or degree of resistance during the three years after therapy. 
Approximately one-half the patients who exhibited vestibular 
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disturbance during therapy still had residuals of this three years 
later. In none was the condition worse than at the end of 
therapy. 


Dihydrostreptomycin in Pulmonary Tuberculosis.—During the 
period May 1948 through July 1949, several of the New York 
State tuberculosis hospitals undertook a study of dihydrostrep- 
tomycin, either as the hydrochloride or the sulfate. This report 
summarizes the results of treatment in 64 patients with pul- 
monary tuberculosis who received this drug in doses of 40 mg. 
per kilogram of body weight per day for 56 to 90 days. No 
significant toxic reactions were observed, except local pain, 
induration and necrosis at the site of injection, which were 
associated only with the use of dihydrostreptomycin hydro- 
chloride. Dihydrostreptomycin sulfate was found to be a safe 
and useful therapeutic agent in pulmonary tuberculosis and 
caused no serious toxic manifestations in the dosage used. Com- 
plications of tuberculosis, especially lesions of the mucous 
membranes of the respiratory tract, responded favorably— 
often dramatically—to dihydrostreptomycin. 
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*Compartmental Distribution of Sodium Chloride in Surgical Patients 
Pre- and Postoperatively. 1. M. Ariel and A. J. Kremen.—p. 1009. 
Significance of Pulmonary Vascular Lesions in Selection of Patients for 
og ga Surgery. K. J. Welch, J. Johnson and H. Zinsser. 

—p. 1027 

Aortic Resection and Anastomosis in Pups Studied After Reaching 
Adulthood. J. W. Brooks.—p. 1035. 

Recurrent Dislocation of Shoulder Joint. A. F. DePalma.—p. 1052. 

Experimental Anastomoses of Pancreatic Duct. D. J. Ferguson and O. H. 
Wangensteen.—p. 1066. 

Nonoperative Treatment of Perforated Duodenal Ulcer: Preliminary 
Report of 16 Consecutive Cases with No Mortality. H. F, Bertram. 
—p. 1075. 

Biliary Tract Surgery in Small Community Hospital: Ten-Year Survey. 
C. H. Smith, C. D. Walther, D. H. Maunz and re 1086. 


- Acute Appendicitis in Children: Review of 1,165 Cases. . G. Abel 


Ill and P. D. Allen.—p. 1093. 
*Acute Pancreatitis and Diabetes. K. W. Warren, L. S. ‘Fallis and 
arron.—p. 1103. 

Restoration of Function of Shoulder Following Paralysis of Trapezius 
by Fascial Sling Fixation and Transplantation of Levator Scapulae. 
E. P. Dewar and R. I. Harris.—p. 1111. 

Annular Pancreas. M, M. Ravitch and A. C. Woods Jr.—p. 1116. 

New Absorbable Hemostatic Bone Wax: Experimental and Clinical 
Studies. J. R. Geary and V. K. Frantz.—p. 1128. 

Fibromyxoma of Mandible: Report of Two Cases. N. W. Wawro and 
J. Reed.—p. 1138. 

Choledochus Cyst: Case Treated by Y-Roux Type Anastomosis of Jeju- 
num to Cyst. H. Archambault, R. Archambault and G. W. Lasker. 

—p. 1144. 

Enterogenous Cyst of Duodenum: Case Report. H. Gordimer and 
L. Bluestone.—p. 1149. 

Neurogenic Tumor of Stomach: Case Report. S. D. Weeder and J. W. 
Stayman Jr.—p. 1154. 

Solitary Pyogenic Abscess of Left Lobe of Liver: Report of Two Cases, 
L. J. Kleinsasser.—p. 1158. 


Compartmental Distribution of Sodium Chloride.—For identi- 
fication of the nature of postoperative salt intolerance Ariel 
and Kremen performed salt tolerance tests on 10 patients, six 
men and four women between the ages of 23 and 75 years. 
The patients remained in bed, and an intravenous infusion of 
27 Gm. of sodium chloride (463 milliequivalents of chloride) 
dissolved in three liters of 5 per cent dextrose and water was 
administered before and after a major surgical procedure. In 
seven patients, plasma volume and thiocyanate space were 
determined so that total plasma and interstitial volumes and 
chloride content might be calculated. Results showed a dif- 
ferent pattern of response in the distribution ef cloride admin- 
istered to the same person preoperatively and postoperatively. 
Preoperatively the high plasma chloride noted immediately after 
the infusion decreased to the preinfusion level in 24 hours. 
Three hours after the infusion, the plasma retained 35.6 per 
cent of the administered chloride and the interstitial space 
retained 46.8 per cent. Postoperatively following infusion the 
increased plasma chloride concentration persisted for 24 hours, 
but a relatively smaller amount of chloride was present three 
hours after infusion (11.9 per cent). On the other hand, a much 
greater quantity of chloride was present in the interstitial space 
(67.1 per cent), where it was apparently retained, instead of 
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being excreted by the kidneys. The accumulation of proteins 
in the serum in response to the salt load preoperatively may 
have been a factor in retention of the material in the serum. 
The absence of such a response postoperatively may account 
for the diffusion of chloride into the interstitial space. A dimin- 
ished concentration and quantity of urinary chloride was 
observed postoperatively compared to that noted preopera- 
tively. The number of patients was too small for evaluation 
of the influence of the extent of surgical intervention and of the 
age of the patient on the observed phenomena, but the data 
suggested that the extent of surgical intervention was not a 
significant factor and that salt retention may be somewhat 
greater in the higher age brackets. 


Acute Pancreatitis and Diabetes.—Warren and co-workers 
report on five patients with acute pancreatitis complicated by 
diabetes mellitus. Two patients died, one, treated conserva- 
tively, on the fifth day of the illness and the other one month 
after cholecystectomy, which was performed six weeks after 
the onset of acute pancreatitis. Necropsy revealed extensive 
hemorrhagic necrosis of the pancreas in both instances. The 
diabetes of the three other patients was controlled by diet 
and insulin. Although the literature indicates that diabetes 
complicating acute pancreatitis is rare, a careful examination of 
the individual reports suggests that adequate information regard- 
ing disturbances in glucose metabolism during acute pancreatitis 
is not available in any single series, so that no definite con- 
clusions on the true incidence of this complication can be 
reached. The possibility is considered that undetected dis- 
turbances in glucose metabolism existing before and after the 
surgical intervention may contribute to the very high mortality 
of the early operative treatment of acute pancreatitis. The 
authors feel that the patient who died after the operation might 
have survived had they delayed operation longer. A plea is 
made for thorough evaluation of carbohydrate metabolism in 
all patients with acute pancreatitis. 


Arizona Medicine, Phoenix 


7:1-84 (Dec.) 1950 
Advancing Curability Potential by Surgery of Chest. H. S. Randolph. 
23 


—p. 23. 

Plastic Repair and Management of Wounds, Burns and Ulcers. — 
Lamont.—p. 27. 

Renal Hypertension. W. G. Shultz and G. L. Garske.—p. 32. 

Diarrheal Disease on Indian Reservation: Report of 221 Cases, Empha- 
sizing Etiology and Epidemiology. I. Gitlitz.—p. 42. 


Bulletin of Johns Hopkins Hospital, Baltimore 
87:511-660 (Dec.) 1950 


Cellular Changes in Chick Chorio-Allantoic Membrane Infected with 
Herpes Simplex and Vaccinia: Study with Thin Sections for Electron 
Microscope. F. B. Bang.—p. 511. 

Effect of Cortisone upon Experimental Cardiovascular and Renal Lesions 
Produced by Anaphylactic Hypersensitivity. A. R. Rich, M. Berthrong 
and I. L. Bennett Jr.—p. 549. 

Prevalence of Scurvy at Autopsy During First Two Years of Age. R. 
H. Follis Jr., E. A. Park and D. Jackson.—p. 569. 

Renal Rickets and Osteitis Fibrosa in Children and Adolescents. R. H. 
Follis Jr.—p. 593. 

Observations on Effects of Autonomic Blocking Agent, Bis-Trimethyl- 
ammonium Pentane Dibromide (Cs) in Normal Subjects and in Patients 
with Peripheral Vascular Disease and Hypertension, and Comparison 
with Tetra-Ethylammonium Chloride. D. Grob and A. McGehee 
Harvey.—p. 616. 


Bull. of School of Med. Univ. of Maryland, Baltimore 


35:125-172 (Oct.) 1950 
Physiological Aspects of Total Pancreatectomy. A. H. Macht.—p. 125. 


*“Sign of Interlaminal Tenderness,’ Important Aid in Diagnosis and 


Localization of Intervertebral Disc Protrusions. J. G. Arnold Jr. 
—p. 145. 
The Airline Pilot—His Physical Maintenance. A. D. Tuttle.—p. 148. 


Interlaminal Tenderness in Protrusion of Intervertebral Disk. 
—Arnold relied on the sign of interlaminal tenderness for 
both its diagnostic and localizing value when protrusion of the 
intervertebral disks was suspected. With the patient unaware 
of the discomfort he might experience, very firm thumb pres- 
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sure is applied over each interlaminal space in the lumbar 
region. The patient should be relaxed and in the prone posi- 
tion. The pressure is applied a finger’s breadth lateral to the 
interspinous space. Where there is intervertebral disk protru- 
sion, the patient will experience pain that is proportional to 
the degree of root pressure. In most cases, pain will be felt 
only at the site of pressure, but sometimes it is felt in the 
affected extremity also. When there is severe root compres- 
sion at one space, there may be a lesser degree of pain at the 
space above or below, but the point of maximum intensity 
should be considered as the localization. This test was applied 
in 284 of 364 cases of protruded intervertebral disk.. Inter- 
laminal tenderness was present in 235 and absent in 49. In the 
cases in which the sign was positive, correct localization was 
possible in 174, or 74 per cent. 


Canadian Journal Public Health, Toronto 


41:441-484 (Nov.) 1950 
Some Problems in Education of Public Health Personnel. M. R. Kinde. 
—p. 441 


*Experience with Oral Immunization Against Diphtheria and Tetanus in 
Human Subjects. L. Greenberg and D. S. Fleming.—p. 445. 

Traffic Accident Investigation—The Next Phase. N. L. Burnette.—p. 452. 

Sanitation Problems in Areas Annexed to a City. J. K. Curtis.—p. 456. 

Relationship Between Changes in Cerebrospinal Fluid and Phase and 
Activity of Neurosyphilis. J. Archambault.—p. 464. 

Entozoa of Children in Two Regina Institutions. J. A. Taylor and W. 
A. Riddell.—p. 471. 


Oral Immunization Against Diphtheria and Tetanus.—Previous 
experiments on oral immunization of Schick-negative guinea 
pigs showed striking rises in diphtheria antitoxin when diph- 
theria toxoid was given orally as a booster dose. Moreover, 
good antitoxin titers were obtained in guinea pigs when the oral 
toxoid was used as the primary stimulus. The present report 
deals with the oral immunization of 40 adults and 15 children. 
Heavy dosages from 2,000 Lf. to 16,000 Lf. diphtheria toxoid 
and 2,560 Lf. tetanus toxoid were used. The results obtained 
were not nearly so striking as results from similar experiments 
with guinea pigs. Despite the high dose, there were no reports 
of constitutional or intestinal disturbances in either adults or 
children. Several methods of administration were attempted. 
There was little in the present study to show that primary 
immunization can be established in man via the oral route. 
Following the oral administration of toxoid tablets, measure- 
able antitoxin titers did develop for the first time on four 
adults. All of these, however, had been treated with toxoid 
earlier in life, so that the appearance of antibodies might have 
been the result of a secondary stimulus. The results, while not 
impressive, were sufficiently encouraging to show the need for 
further study. 


Connecticut State Medical Journal, Hartford 
14: 1049-1144 (Dec.) 1950 


Role of Psychosomatic Factors in Dermatoses. F. E. Cormia.—p. 1051. 

Pulmonary Function. D. W. Richards Jr.—p. 1061. 

Six Cases of Cancer of Cervix in Pregnancy. L. Newton.—p. 1068. 

Exsanguination Transfusion by Supraumbilical Approach. B. B. Landry, 
T. F. Murphy and J. E. Burns.—p. 1070. 

Age Factor in Treatment of Amblyopia Ex Anopsia. C. C. Clarke. 

1071. 

Relationships of Health Department and Hospital with Special Reference 
to a Regional Hospital Council for Connecticut. W. R. Willard. 
—p. 1074. 


Delaware State Medical Journal, Wilmington 
22:311-334 (Nov.) 1950 


Postgraduate Training of General Practitioner. L. L. Fitchett—p. 311. 

Report of One Year’s Experience as Neuropsychiatric Consultant to Gen- 
eral Hospital. P. J. Poinsard.—p. 313. 

Congenital Stenosis of Ileum. G. S. Serino.—p. 319. 

Nerve Blocking—Review. J. J. Graff.—p. 320. 

More Research on Tuberculosis. G. T. Evans.—p. 322. 


Hawaii Medical Journal, Honolulu 


10:83-154. (Nov.-Dec.) 1950 
Public Health in Hawaii, 1950. I. V. Hiscock. 


Primary Anorectal Abscess: Modern Concept of Pathogenesis and Treat- 
ment. V. C. Waite.—p. 113. 
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Iowa State Medical Society Journal, Des Moines 


40:549-598 (Dec.) 1950- 
Management of Infertility in the Male. R. M. Nesbit and W. C. Baum. 
549. 


Medical Expert Witness. E. M. Hammes.—p. 553. 

Doctor in Court. H. R. Duncan.—p. 558. 

Advances in Thoracic Surgery with Special Reference to Indications for 
Pulmonary Resection. W. E. Adams.—p. 561. 

Surgical Considerations in Treatment of Glaucoma. R. M. Wolfe. 
—p. 569. 


Journal of Allergy, St. Louis 
21:471-584 (Nov.) 1950 
SYMPOSIUM ON FOOD ALLERGY 

Concepts of Food Allergy Important in Specific Diagnosis. T. G. Ran- 
dolph.—p. 471. 

Changes in Tissue Sensitivity Associated with Varying Life Situations 
and Emotions: Their Relevance to Allergy. D. T. Graham, S. Wolf 
and H. G. Wolff.—p. 478. 

The Internist’s Viewpoint on Food Allergy. W. L. Winkenwerder. 
—p. 487. 

Milk Allergy: Survey of Its Incidence: Experiments with Masked 
Ingestion Test. M. H. Loveless.—p. 489. 

Allergy for Corn and Its Derivatives: Experiments with Masked 
Ingestion Test for Its Diagnosis, M. H. Loveless.—p. 500. 

Clinical Experience in Corn Sensitivity. K. D. Figley and F. F. A. 
Rawling.—p. 510. 

Clinical Experience with Objective Diagnostic Tests in Corn Sensitivity. 
A. G. Cazort.—p. 512. 

Food Allergy: Acute vs. Chronic. J. H. Mitchell and J. Gamble. 
—p. 514. 

Reagic Serum Fractions Obtained by Electrophoresis-Convection Method. 

D. H. Campbell, J. R. Cann, T. B. Friedman and R. A. Brown. 


—p. 519. 
Skin Test Reactions to Various Chemical Fractions of Egg White and 
Their Possible Clinical Significance. H. Miller and D. H. Campbell. 


§22. 

Effect of Slowly Absorbing Antigen (Ragweed) on Neutralizing Antibody 
Titer. S. Malkiel and S. M. Feinberg.—p. 525. 

Complement Fixation Studies in Allergy. P. A. Cavelti.—p. 532. 

*Castor Bean: Industrial Hazard as Contaminant of Green Coffee Dust 
and Used Burlap Bags. K. D. Figley and F. F. A. Rawling.—p. 545. 

*Identification of Castor Bean Allergen in Green Coffee. E. J. Coulson, 
J. R. Spies and H. Stevens.—p. 554. 

Evaluation of Therapeutic Substances Employed for Relief of Broncho- 
spasm: VII. Combinations of Diphenhydramine with Ephedrine and 
Aminophylline. H. J. Rubitsky, J. A. Herschfus, L. Levinson and 
others.—p. 559. 


The Castor Bean Allergen.—Since April 1949 Figley and Raw- 
ling have discovered nine cases of sensitivity to the castor bean 
allergen. All nine patients had severe symptoms of acute allergic 
rhinitis and/or asthma from inhaling the allergen. Four worked 
in the office of a coffee-roasting plant in Toledo, Ohio; a fifth 
was employed in the same plant to seal cartons containing sacks 
of roasted coffee. Two other patients had worked in the ware- 
house of another coffee-roasting plant in Toledo, so that seven 
of the nine patients were connected with the coffee-processing 
industry. The remaining two patients worked in factories where 
small metal parts were stamped, in no way connected with the 
coffee industry. All of these patients had strongly positive reac- 
tions to scratch tests for castor bean allergen. All owed their 
difficulty to breathing dust from burlap bags which had con- 
tained, or had been contaminated by, castor beans or castor 
bean pomace. The castor bean contains the most potent -aller- 
genic fractions known. It also contains a powerful toxic albu- 
men, ricin, which rivals cobra venom or diphtheria toxin in 
potency. Ordinary aqueous extracts of castor bean containing 
ricin should never be used for scratch or intracutaneous test- 
ing, because they produce’ severe toxic lymphangitis. Even 
dericinized extracts, highly diluted, may cause alarming consti- 
tutional reactions if injected intracutaneously. Therefore, only 
the scratch (dermal) method should be used for skin testing, 
and then only with the dericinized castor bean extract. 


Identification of Castor Bean Allergen in Green Coffee.—This 
report by Coulson and his associates supplements the clinical 
evidence that led Figley and Rawling to recognize apparent 
sensitiveness to green coffee dust as being actually castor bean 
allergy. They examined additional specimens of green coffee 
dust and other coffee products. Castor bean allergen was identi- 
fied in three samples of green coffee dust from different coffee- 
roasting plants. Castor bean allergen was also found in one 
sample of cleaned, green coffee beans from a commercial 
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source. Thus the results obtained by Coulson. and co-workers 
amplify Figley-and Rawling’s observations and imply that con- 


- tamination of. green coffee with some castor bean derivative is 


not exceptional. No castor bean allergen was detected by Coul- 
son and his co-workers in samples of parchment coffee or 
cleaned, green coffee beans that were produced at a Guatemalan 
experiment station and were Rawn to have had no contact with 
castor beans. 


Journal of Immunology, Baltimore 


65:443-604 (Nov.) 1950. Partial Index 


Occurrence of Salmonella Factor 1 in Different Types of Bacteria as 
Shown by Serologically Cosmopolitan Paracolon Bacterium. R. Sax- 
holm.—p. 443. 

Studies on Commercial Typhus Vaccines. L. A. Chambers and J. R. 
Clawson.—p. 451. 

Purification of Bovine Gamma-Globulin Factor Which Suppresses Varia- 
tion in Brucella Abortus. L. J. Cole.—p. 485. 

Effect of Pteroyigiutamic Acid on Immune Responses of Chicks. 
P. A. Little, J. J. Oleson and P. K. Roesch.—p. 491. 

Interchangeability of Complement Components of Different Species: IIT. 
In Conglutination. C. E. 


Rice.—p. 499. 
Suppressive Effect of Antimicrobial Drugs on Brucella Melitensis Infec- 


tion in Mice. C, A. Werner and V. Knight.—p 

Formation of Circulating erage in Splenectomized Human Being 
Following Intravenous Injection of Heterologous Erythrocytes, D. A. 
Rowley.—-p. 515. 

181 as Antigen Label in Circulating Serum of Non-Immune Rabbits. 
W. C. Knox and F. C. Endicott.—p. 523. 

Effects of Purine Derivatives and Analogues on Multiplication of 
Vaccinia oo R. L. Thompson, M. L. Price, s. A. Minton Jr. and 

- others 5 

of Antibodies in Human Subjects Injected with 
Polysaccharides. M. H 
A. W. Walter.—p. 535. 

Zone of Localization of Antibodies. H. N. Eisen, B. Sherman and 

D. Pressman 


an.—p. 543. 
‘of Infectivity of Influenza Virus in Deem- 


bryonated Eggs. H. Bernkopf.—p. 57 
Immunochemistry Toxins and L. Pillemer, J. Bentoff, 
E. Brown and I. H. Lepow.—p. 591. 


Journal of Mount Sinai Hospital, New York — 


17:207-268 (Nov.-Dec.) 1950 


—— — of Human Blood Serum in Health and Disease. 
Glick.—p 
Bacteriological pl of Pathogenesis of Tuberculosis. R. J. Dubos. 


229. 

Effects of Single and Double “Two-Step” Exercise Tests upon Electro- 
cardiograms of 200 Normal Persons. L. Scherlis, A. A. Sandberg, 
J. Wener and others.—p. 242. 

Amyloid eye of Urinary Bladder. H. a Leiter.—p. 254. 


J. Venereal Disease Information, Washington, D. C. 


$1:303-348 (Dec.) 1950 


"Treatment of Neurosyphilis: Penicillin Alone Versus Penicillin plus 
Arsenic and Bismuth. E. B. Johnwick.—p. 303. 

Suggested Technics for Mass Health Education at County Fairs. Cc. R. 
Freeble Jr., E. O. Wright, J. F. Donohue and A. D. Pratt.—p. 308. 


Antigens of Cultured Treponema Pallidum Re gh s Strain) and 4 


Antibodies in Syphilis. lessandro, F, 


‘Penicillin Alone Versus Penicillin plus Arsenic and Bismuth 


in Neurosyphilis—Johnwick wished to determine whether 


* therapeutic results are improved by the addition of arsenicals 


and bismuth to a schedule using penicillin. A total of 879 


patients were treated with two schedules. In the first schedule, - 


penicillin in peanut oil was administered daily in a dose of 1.33 
cc. (400,000 units) for 15 consecutive days by intramuscular 
injection. The second schedule was the same with regard to 
penicillin, plus the administration of 0.06 Gm. oxophenarsine 
hydrochloride (mapharsen®) in 10 cc. of water intravenously on 
alternate days for a total of 15 days, and 1.5 cc. of bismuth 
subsalicylate in oil given intramuscularly on the first, third, 
fifth, tenth and fifteenth days. The first schedule was used in 
619 patients the second in 260. In both groups asymptomatic 
neurosyphilis was the predominant initial diagnosis. Consider- 
ing all the data, the author concludes that nothing was gained 
by the addition of eight injections of oxophenarsine hydro- 
chloride and five injections of bismuth to a schedule using 
penicillin for the treatment of asymptomatic neurosyphilis. 


Pneumococcal . 
eidelberger, M. M. DiLapi, M. Siegel and 
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Kansas Medical Society Journal, Topeka 
§1:509-552 (Nov.) 1950 
Lupus Erythematosus. A. R. Woodburne and O. 
Indeterminate Chest Lesion. J. G. Shellito.—p. Sia. 
Fibrosarcoma. R. Wright.—p. 515. 
Abdominal Aneurism—Presentation of Case of Upper and Lower ecrngane 
Aneurism of Different Etiology. E. M. Fillman.—p. 517. 


S. Philpott.—p. 509. 


Laryngoscope, St. Louis 
60:1061-1180 (Nov.) 1950 
Office Procedure in Hearing Evaluation: Practical Approach. L. L. 
Sawyer.—p. 1061. 
— a rachea. P. H. Holinger, F. J. Novak and K. C. Johnston. 


*Epidermoid Carcinoma of Larynx Occurring in Two Children with Papil- 
loma of Larynx. T. E. Walsh and P. R. Beamer.—p. 1110. 

Epistaxis: Case Report. Report of Case of Ligation of External Carotid 
and Anterior Ethmoidal Arteries, and Section of Posterior Ethmoidal 
Artery. H. Sackadorf.—p. 1125. 

d R ve Surgery. S. R. Dietrich and J. B. Brown. 


Carcinoma of in Children.—The develop- 
ment of carcinoma in a papilloma of the larynx in children is 
rare, but Walsh and Beamer report this occurrence in two 
children, a boy of 12 and a girl of 11. Although the patho- 
genesis of the carcinomas in these two children must remain 
largely conjectural, the authors cite some features that both 
had in common. Benign papilloma developed in both children 
at relatively early ages. Both had frequent recurrences of 
papilloma following skilful and apparently proper surgical 
removals; at no time was there any indication of spontaneous 
regression. Both children received roentgen irradiation to the 
larynx, relatively small in amount, at a time when the tumor 
was still a benign papilloma. Owing to the extent of the dis- 
ease, both children were required to wear tracheotomy tubes 


_ for several years. In both instances, inadequate care in the long 


intervals between visits to the hospital must have been a sig- 
nificant factor in the moderately severe inflammation that 
involved the soft tissues of the neck and the tumor itself. 
Although both tumors were well differentiated, one showed a 
higher degree of anaplasia. than the other. The question of 
whether roentgen irradiation played a role in the transition of 
the benign tumors into carcinoma is difficult to answer, and 
present knowledge is not sufficient to provide a conclusive 
answer. The authors feel that careful histological studies 
should be made of papillomas of the larynx in children. In 
both these cases, some pieces of tissue revealed malignant 
tumor, others showed only benign papilloma of the larynx. The 
distinction could be made only after microscopic studies. When- 
ever there is significant irregularity of cytological structure or 
departure from the usual histological pattern, the lesion should 
be regarded with suspicion. 


Maine Medical Association Journal, Portland 
41:441-488 (Dec.) 1950 


State Hospital Aid in Maine Hospitals. F. C. Curran.—p. 441. : 
Spinal Anesthesia for Vaginal Delivery. R. Wayburn and Cc. S. Dwyer. 


General Survey of Dysmenorrhea. D. 445. 


Methemoglobinemia from Nitrates in Well Water. A. Ww. Fellows. 


452. 
Practical Potassium Therapy. W. B. Manter.—p. 
*Clinical Studies with Cortisone. R. J. eer. Pow at M. A. Vickers. 
—p. 457. 
Severe ne with Use of Anticoagulants in Presence of Status 
Asthmaticus. B. V. Whitney.—p. 461. 


Clinical Studies with Cortisone——Barrett and Vickers review 
the therapeutic effect of cortisone in a group of patients with 
dermatologic and allergic conditions. From a study of five 
patients with allergic asthma the authors conclude that 200 
mg. of cortisone given daily will relieve allergic asthma in 24 
to 72 hours. The patient should then continue to receive 100 


mg. daily for at least seven days. Certain patients may require 
repeated courses of cortisone, others a maintenance dose, Less. 


than 100 mg. given in any single day will result in unsatisfac- 
tory clinical response. The asthmatic patient should avoid foods 


to which he is allergic and should follow a protective regimen 
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with respect to inhalant antigens. In three osilents with simple 
allergic conjunctivitis the conjunctival instillation of cortisone 
gave highly satisfactory results. However, in complicated condi- 
tions, combined parenteral and conjunctival instillation was the 
method of choice. Again it was essential that an avoidance 
regimen be followed, as cortisone is not a protective or pro- 
phylactic substance. A patient with atopic dermatitis was given 

00 mg. of cortisone daily for three days then 100 mg. daily 
for 10 days. Results were so good that the dosage was reduced 
to 50 mg. daily for three days then discontinued, at which time 
the skin was 75 per cent clear. The patient had an acute flare-up 
within five days. A second course of cortisone produced almost 
no improvement. At present the patient’s skin is about the same 
as before cortisone therapy was instituted. Prolonged treatment 
with larger doses may be the answer to this difficulty. Two case 
histories are presented that indicate that psoriasiform derma- 
titis with coexistent arthritis responds well, but not completely, 
to cortisone. The only toxic symptoms encountered in the 
reported cases. were fluid retention. and euphoria. The fluid 
retention was controlled by restricted salt intake. 


Medicine, Baltimore 
29:269-400 (Dec.) 1950 
Acute Phosphorus cage in Man: Study of 56 Cases. R. S. Diaz- 
Rivera, P. J. Collazo, E. R. Pons and M. V. Torregrosa.—p., 269, 


_ Primary Biliary Cirrhosis. E. H. Ahrens Jr.,.M. A. Payne, H. G. Kunkel 
and others.—p. 299, 


Properties and Biologic Effects of Bacterial Pyrogens. I. L. Bennett Jr. 
_ and P. B. Beeson.—p. 365. 


Military Surgeon, D. C. 
107:431-508 (Dec.) 1950. Partial Index . 

Medical Arrangements for Prisoners of War en Masse. J. B. Mason 
and C. H. Beasley.—p. 431. 

Psychiatry in Korean War. A. R. Koontz.—p. 444. 

Practical Preventive Medicine. J. R. Hall Jr.—p. 446. 

“Key Slot” Repair of Achilles Tendon. A. A. Michele and F. J. 
Krueger.—p. 451. 

Dramamine for Prevention of Airsickness in Airborne Troops. I. J. 
Yetwin.—p. 453. 


Osteomyelitis of Maxilla and Mandible. H. R. Young.—p. 456. 
Proposed New Cancer Treatment. F. M. C. Usher.—p. 460. 


Minnesota Medicine, St. Paul 


33:1065-1168 (Nov.) 1950 


Radioactive Effects of Atomic Weapons. A. A. White.—p. 1085. 
Health—International as Well as Local Problem. F. W. Behmier. 
1088, 


—P. 

Flatfoot, with Special Consideration of Tarsal Coalition. M. B. Coven- 
try.—p. 1091. 

Common Hemorrhagic Diseases of Childhood. A. J. Quick.—p. 1098. 

Depropanex in pie age gs J. J. Heimark and R. L. Parsons.—p. 1102. 

Roentgen Diagnosis of Silicosis. E. P. ine amelie 1104. 


re England Journal of Medicine, Boston 
243:843-898 (Nov. 30) 1950 


*Electrocardiogram and Disturbance of Potassium Metabolism. J. H. 
Currens and J. D. Crawford.—p. 843. 

Episacroiliac Lipoma as Cause of Low-Back Pain. K. H. Katz and M. 
S. Berk.—p. 851. 

Tracheoesophageal Fistula Unassociated with Atresia or Stenosis: Diffi- 
culties in Diagnosis and Suggestions for Greater Accuracy. H. M. 
Cardullo and D. L. Berens.—p. 853. 

Evaluation of Peritoneal-Button Operation for Ascites: Report of 17 
Cases. T. C. Chalmers, R. D. Eckhardt and C. S. Davidson.—p. 857. 

Laboratory Diagnosis of Polycythemia and Anemia. T. H. Ham, W. B. 
Castle, F. H. Gardner and G. A. Daland.—p. 860. 


Electrocardiogram and Potassium Metabolism.—From a study 
of patients with disturbances of potassium balance, Currens and 
Crawford conclude that the electrocardiogram is a more reli- 
able index of potassium metabolism than is the serum potassium 
level. They point out by means of illustrative cases that changes 
in intracellular potassium may occur without obvious changes 
in extracellular or serum potassium levels and that the electro- 
cardiogram is influenced by the intracellular changes. Thus the 
electrocardiogram serves as a rapid and reasonably reliable 
index of alterations in intracellular potassium concentration. It 
is useful both in diagnosis and in control of therapy. In one 
of the author's cases it served as a warning of potassium deficit 
in a patient with panhypopituitarism who had been overtreated 
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with desoxycorticosterone acetate and a low potassium, high 


sodium diet. In another patient, with sprue, the electrocardio- 
gram furnished the only evidence of potassium deficiency, the 
serum potassium level normal. 


New Jersey Medical Society Journal, Trenton 


47:497-544 (Nov.) 1950 
Intrapulmonary Hematoma Due to ‘Non-Penetrating Injury: Report of 
Case. A. Welkind.—p. 501. 
*Low Dosage Potassium Thiocyanate in Treatment of Hypertension. A. 
E. Parsonnet, F. Simon and A. Bernstein.—p. 504. 
Early Diagnosis of Cancer of Stomach. B. Copleman.—p. 510. 
gre: Obstruction by Cholelith: Report of Case. A. E. 


. $12. 
hpaniiidn for Gynecologic and Obstetrical Operations. ‘E. B. Tuohy. 
—p. 514. 
Hemorrhagic Disorders. S. E. Moolten.—p. 517. 


Gas Bacillus Infection of Abdomen Following Appendectomy. W. A. 
Capiello, E. Liccese and W. D. Crecca.—p. 519. 


. Malignancy in Gastric Ulcer. L. L. Perkel and L. Troast.—p. 521. 


Unusual Case of Antepartum Rupture of Uterus. H. Oren.—p. 52 


. 524, 
Removable Rubber Bandage Extension for Extremities. A. A. Schwartz. 


—Pp. 526 


Potassium Thiocyanate in Hypertension.—Parsonnet and his 
associates made a controlled study of the effects of a tablet 
containing potassium thiocyanate, sodium nitrite, pentobarbital 
sodium and rutin in 24 cases of essential hypertension. The 
patients were given two tablets three times a day. The effect 
of this medication was compared in the same patients with 
other forms of treatment, including a placebo. Hypotensive 
effects were good or fair in 19 of 24 patients. Five of these 
24 patients had the same good or fair hypotensive effect with 
other modes of medical therapy. Two of these five were 
receiving only potassium thiocyanate when this comparable 
result was obtained. Placebos were used in four cases, and 
in all of these it was obvious within two to eight weeks that 
“treatment was failing and something was wrong with the 
pills.” When active therapy was resumed, the blood pressure 


and subjective symptoms returned to preplacebo levels. Two 


patients obtained hypotensive effects with low sodium diets. 
With the therapeutic tablet, one of these patients had anginal 
pain, while the other had a good hypotensive effect but with 
a change to the low sodium diet experienced a further drop in 
pressure. Subjective complaints were relieved in almost all 
cases, and the improvement here was well above that which 
would be expected from the hypotensive effect. Some patients 
experienced anginal pain as the result of sensitivity to potassium 
thiocyanate, but, on the whole, toxic or sensitivity reactions 
were infrequent with this medication. It was demonstrated 
again that the potassium cyanate blood level must be deter- 
mined periodically. Whether the rutin contained in this prepa- 
ration plays a part in prevention of an increase in capillary 
fragility is not known, but no increase in fragility developed. 


47:545-588 (Dec.) 1950 


_ Intestinal Obstruction in Meckel’s Diverticulum with Report of Case 


with Large Enterolith, M: Danzis.—p. 548. 
Cation Exchange Resins in Control of Cardiac Edema. H. C. Crossfield. 
554. 


—?. 
*Kartagener Rarene. S. Cohen, J. D. Goldstein and J. Hamill.—p. 557. 
Some Surgical Lesions of Stomach. I. S. Ravdin.—p. 561. 

Mental Health Programs of the 48 States. E, Frankel.—p. ‘565. 


ner Syndrome.—Cohen and co-workers report a man 
aged 20 with Kartagener’s triad (sinusitis, bronchiectasis and 
complete transposition of viscera) on whom clinical observa- 
tions were made over a span of 16 years. The patient was 
first seen by the authors at the age of 4, when he had recur- 
rent attacks of wheezing, dyspnea and productive cough. The 
nasal mucous membrane was pale and swollen. Dextrocardia 
was present. Roentgen examination showed transposition of the 
viscera, and bronchovascular markings were increased in both 
lung fields. Desensitization therapy was instituted. Only an 
occasional mild asthmatic episode occurred in the course of 
the next seven years. Six years later he reappeared with a his- 
tory of more frequent attacks of dyspnea and wheezing. 
Injection of the conjunctivas, excessive nasal secretions and 
signs of emphysema and asthma were observed. The patient, 
now aged 17, received another course of desensitization therapy. 
One year later pain developed in the left chest, with blood- 
streaked sputum, and a diagnosis of bronchiectasis and/or 
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tuberculosis was considered. Again, one year later, increased 


cough and fever developed, but the symptoms responded satis- 


factorily to intramuscular penicillin therapy. It was apparent 
that the patient had pnéumonia and pleurisy probably super- 
imposed on bronchiectasis, rather than tuberculosis. Later 
bronchographic study showed cylindrical bronchiectasis in both 
lower lobes and in the left middle lobe. Examination of the 
sinuses showed small frontal cells, poorly developed sphenoidal 
cells and much loss of aeration in the ethmoidal cells and 
antrums. The patient’s vital capacity was 62 per cent of normal. 
Exploratory thoracotomy revealed that the left lung was 
emphysematous and had three lobes, but the fissures were 
incomplete. Excision was not done, because the inadequate 
anatomic cleavage increased the surgical hazard and it was 
felt that resection would aggravate the emphysema and perhaps 
produce a respiratory cripple. It.is unlikely that the patient's 
asthma played a significant part in the development of bron- 
chiectasis, which was probably due primarily to some congenital 
anomaly of the bronchial walls that made them more vulner- 
able to bronchial obstruction and infection. The latter may have 
arisen as a descending infection with its origin in the under- 


developed paranasal sinuses. 


North Carolina Medical Journal, Winston-Salem 
11:601-652 (Nov.) 1950 


SYMPOSIUM ON THE PARTICIPATION OF NEUROLOGY, PSYCHIATRY, 
AND NEUROSURGERY IN NORTH CAROLINA MEDICINE . 


Trends in Neurologic Teaching. E. C. “iunkle.—p. 601. 

Role of Psychiatric Institutions in Teaching of Psychiatry. E. N. 
Pleasants, D. Martin and W. W. Magruder.—p. 603. 

eer Sasa in Teaching of Neurologic Specialties. G. E. Margolis. 


—P. 
tnepating, the = of Neurosurgery with Allied Specialties. 
 B. Woodhall.—p. 609 


Teaching of Neurology ‘and Psychiatry in Pediatric Medicine in North 
Carolina. G. Taylor and V. Kinross-Wright.—p. 612. 
Recent Developments in Teaching of Comprehensive Medicine. M. H. 
Greenhill, W. N. Fitzpatrick and K.. W. Berblinger.—p. 615. 
Medical Education in Psychiatry: Proposal to Raise Standards of Psy- 
. Chiatric Treatment in North Carolina. L. B. Hohman.—p. 619. 
Rediscovery of Psychosomatic Medicine. V. Kinross-Wright.—p. 621. 
Concept ay Multiphasic Screening for Chronic Diseases. C. G. Sheps. 


—p. 
Sa D. P, Boyette and A. H. London Jr. 


proportion, Simulating Engagement and Imminent Vaginal Delivery: 
Report of Case. J. B. Caldwell Jr.—p. 633. 

Term Tubal Pregnancy: ae J. dt Woltz.—p. 634. 

America’s ne . 637. 


Pennsylvania Medical Harrisburg 


§3:1137-1232 (Nov.) 1950 


Courage in Medicine. H. B. Gardner.—p. 1161. 
Clinical and Surgical Considerations of Intrathoracic Tumors. S. W. 
Harrington.—p. 1164, 


— Leukemia, ny Emphasis upon Recent Therapeutic Experiences. 
. A. Erf.—p. 11 
in fig of Positive Health. G. Mackmull, J. J. Cava 
and W. H. Perkins.—p. 1182. 
Diagnosis and Non-Operative Treatment of Low Back Pain. J. S. Donald- 
son.—p. 1185. . 


Philippine Medical Association Journal, Manila 
26:397-452 (Sept.) 1950 
cepts in Physiology of Kidney. P. Morales.—p. 397. 
Retina in Toxemias of y. H. 407. 
Lead Poisoning Argong Lead Se” agate . Dizon, V. J. Luciano, 


J. Y. Navarro and others. 17. 
Blood Changes in Tuberculous us Meningitis and Fol- 


Therapy = Prognostic E. Stransky, L. 
. Pecache and N. Felix.—p. 42 


Proc. Staff Meet. Mayo Clinic, Rochester, Minn. 
25:625-640 (Ni 8) 1950 
Reconsideration of Phenomenon of Anticipation -in Diabetes Mellitus. 


A. G. Steinberg and R. “3 Wilder.—p. 625. 
Classification of Disorders Electrolyte Metabolism. C. F. Gastineau. 
. 630. 


Clinical Course of Peptic Ulcer. N. Cc. 
Hightower Jr., C. G. Mortock and’ W. M. Craig.—p. 634. 
Brucellosis of Urinary Tract. L. F. peace and D. D. Albers.—p. 638. 


Effect of Sympa thectomy on 


MEDICAL LITERATURE ABSTRACTS 675 


Southern Surgeon, Atlanta, Ga. 


16:1041-1038 (Nov.) 1950 
The C. Jeff Miller Lectureship: His Teachings in Management of Uterine 
Fibroids. L. A. Ledoux»—pz 1041; 


Complications of Splenectomy. J. D. Martin Jr. and M. N. Cooper. 
—p. 1047. 


Surgical Management of Carotid Body Tumors. R. W. Dcitenty and 
C. J. Sweitzer.—p. 1059. 


*Lumbar Lordosis as Sign of Cauda Equina Tumor ia Children. &. Fe 
Furlow.—p. 1065. 


*Uterine Bleeding: The Gynecologist’s Béte Noire. G. F. Douglas. 
—p. 1072. 


DeQuervain's Stenosing Tendo-Vaginitis at Radial Styloid Process. E. G. 
Edwards.—p. 1081. 

Carcinoma of Cervix. E. Callaway.—p. 1088. 

Mediastinal Tumors. R. L. Anderson.—p. 1093. 

Induction of Labor by Dilute Pitocin Infusion: Trial Simulating Home | 
Conditions. J. H.. Ferguson and T. A. Slate.—p. 1106. 


Surgical Management of Rectal Procidentia. H. E. Bacon, W. J. Burkett 
and Sauer.—p. 1115. 


Lumbar Lordosis in Children with Tumors of Cauda Equina. 
—Furlow reports on two girls with exaggerated lumbar lordo- 
sis. The first child, aged 11, complained of leg pains before 
she was 5 years old and later began to walk on her toes. She 
was put in a body cast and long leg casts for several weeks, 
and this produced temporary improvement. When the symp- 
toms recurred and progressed, roentgenoscopy showed exag- 
gerated lumbar lordosis and spina bifida of the upper sacral — 
and fifth lumbar laminas. For determination of any connec- 
tion between the spinal bifida and the symptoms the patient 
presented, myelography was performed. There was a com- 
plete arrest of the opaque medium at the level of the fourth 
lumbar lamina, with a defect above this suggestive of an 
irregular mass. At operation a large epidermoid tumor both 
extradural and intradural was removed. The child’s post- 
operative course was uneventful except for a temporary diffi- 
culty in voiding. When the child was discharged, there was 
little change in the lumbar lordosis, but she was able to walk 
with her heels on ‘the floor. In the second child, aged 9, a 
neurofibroma was removed from the region of the second and 
third lumbar vertebrae. This child also walked without diffi- 
culty after operation, but the lordosis persisted and may remain 
permanently. Neurological signs were scanty in both patients, 
and diagnosis was established by myelography. Both tumors - 
were benign. The author stresses the need of myelography 
when the cause of exaggerated lumbar lordosis is in doubt. 


Uterine Bleeding.—Douglas reviews 267 endometrial biopsies, 
which were performed on 107 patients who asked medical 
advice primarily for irregular uterine bleeding. Benign uterine 
bleeding may be due to general circulatory disease, to cardio- 
vascular disease, blood dyscrasia, such as thrombocytopenic 
purpura, specific infections, such as syphilis and tuberculosis, 
endocrine dysfunction, postmenopausal vaginitis and cervicitis, 
papilloma of the vagina, trichomonas vaginalis infection, ure- 
thral caruncles, endometrial polyposis, submucous fibroids, yeast 


. vaginitis, and estrogen withdrawal bleeding. Other causes are 
_ hypertension, postirradiation tissue changes, change in climate, 


procidentia uteri with decubitus ulcer of cervix, endometriosis, 
chancre of the labia minora, and ulceration of vagina. Com- 
mon causes of obstetric hemorrhages are postpartum hemor- 
rhage, abortion, placenta previa, ectopic pregnancy and 
premature separation of normally implanted placenta. Psycho- 
genic factors have also caused irregular uterine bleeding. Post- 
menopausal bleeding in women over 50 is due to malignant 
lesions in about half the cases, functional bleeding accounting 


' for an additional 25 per cent. One third of all cancers in 


women involve the uterus, the ratio of cervix to fundus being 


- 9:1. The following substances are found helpful in the treat- 


ment of functional bleeding: chorionic or anterior-pituitary- 
like hormones of pregnancy urine, progesterone, testosterone © 
propionate, thyroid extract, diethylstilbestrol and vasopressin 
injection (pitressin®) in oil. 
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Australian and New Zealand J. Surgery, Sydney 
20:85-164 (Nov.) 1950 


“Relative Merits of Various Suture Materials for Repair of Severed 
Nerves. S. Sunderland and G. K. Smith.—p. 85. 

Malignant Disease of Thyroid. H. R. G. Poate.—p. 114. 

Genesis of Varicose Veins. E. S. J. King.—p. 126. 

Some Problems in Oesophageal Surgery. D. Robb.—p. 134. 

Modern Approach to Development Abnormalities. 1. Mann.—p. 142.: 

Transplantation of Ureters into Colon. G. Brown.—p. 151. 


Suture Materials for Nerves.—Sunderland and Smith describe 
39 experiments made by them on Australian opossums. Single 
and multifuniculated nerves were selected for study. Twenty- 
nine of the experiments were terminated in 21 days, while in 
a second group of 10 the involved area was left undisturbed 
for 117 days. The nerves were then exposed, the local reaction 
studied and a segment of nerve containing the involved area 
removed. Representative muscles supplied by these nerves 
were removed and examined for signs of denervation atrophy. 
The suture materials investigated were plain gut, chromic gut, 
human hair, tantalum, white silk and nylon. Fine plain catgut, 
white silk and human hair were found most suitable for repair 
of nerves. Oi these three, silk has a slight advantage over plain 
catgut when technical factors and the reaction induced by the 
suture material are taken into consideration. The outcome of 
nerve suture does not depend solely on the type of suture 
material but to a large degree on the manner in which it is used. 
Trauma induced by the passage of the needle is important. In 
many experiments this was sufficient to promote fibroblastic 
reaction along the needle track that persisted as a permanent 
linear scar. Small funiculi traversed by the needle were dis- 
torted or completely obliterated. Breaching of a bundle resulted 
in the herniation of the subjacent fibers through the defect 
created in the perineurium, and these became involved in the 
extrafunicular connective tissue reaction to form a lateral 
swelling composed of a tangled mass of tissue. The needle 
should be the finest consistent with technical efficiency, and 
the needle tracks should be confined to the epineurium and 
placed so that they do not lead to fibrosis in the pathway of 
regenerating axons; they should be radially placed and external 
to the funiculi. The number of times the needle is passed 
through the nerve should be reduced to a minimum. The extent 
of the reaction caused by suture materials is influenced by the 
area of contact between suture material and nerve. This can 
be kept to a minimum by use of fine, interrupted sutures and 
by insertion of only the number required to maintain union. 
The sutures should involve only the periphery of the epineurium 
so that they, and the reaction they excite, are not interposed 
between the funiculi of the proximal and distal stumps and 
therefore in the track of the regenerating axons. The sutures 
should not be absorbed before the third week, when union 
is secure. 


British Medical Journal, London 


2: 1185-1236 (Nov. 25) 1950 


Scientific Method in Medical Research. H. Dale.—p. 1185. 

Laboratory and Clinical Experience with Terramycin Hydrochloride. 
W. D. Linseil and A. P. Fletcher.—p. 11 

Supranuclear Bulbar Palsy (Pseudobulbar Palsy) in Mitral Stenosis. K. 
W. G. Heathfield and E. C. O. Jewesbury.—p. 1196 

Mortality in Geriatric Surgery. L. Carp.—p. 1198. 

Thermal Coagulability of Serum Proteins and Diagnosis of Malignant 
Disease. H. Jackson.—p. 1201. 

*Kell-Cellano Blood Group System in Pregnancy and Transfusion. J. B. 
Cochrane, R. H. Malone and I. Dunsford.—p. 1203. 


Kell-Cellano Blood Group System in Pregnancy and Trans- 
fusion.—A new antigen-antibody system (Kell), which is unre- 
lated to the Rh system, but nevertheless capable of producing 
hemolytic disease of the newborn was described by Coombs 
and others in 1946. In 1949, Levine and associates found 
another antibody (Cellano), which also caused hemolytic dis- 
ease of the newborn and showed that the Kell and Cellano 
genes are allelomorphs. They suggested that the symbols K 
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and k, previously employed to represent Kell-positive and 
Kell-negative, be used to indicate the presence of the Kell and 
Cellano genes respectively. Three genotypes, KK, Kk and kk, 
were recognized. In this paper Cochrane and his co-workers 
report on a woman in whom they discovered the Kell antibody. 
She had given birth to a healthy female infant in 1929, a still- 
born male infant in 1932, a stillborn macerated male fetus 
in 1948 and a living male mature infant in 1949. It was not 
possible to say whether she had been immunized against the 
Kell factor by blood transfusion, pregnancy by the first hus- 
band, or pregnancy by the second husband, who was known to 
be Kell positive. However, in view of the fact that the second 
child of her first husband was stillborn but mature and her 
third child (the first child of her second husband) was still- 
born, macerated and only 34 weeks in utero, the probabilities 
are that she was immunized before her second marriage and 
by the blood transfusion in 1929 rather than by her first or 
second child. This investigation supports Levine’s view that the 
genes for the Kell and Cellano factors are allelomorphic, in 
that the husband’s genotype was Kk, the wife’s kk and the 
child’s kk. It also draws attention to the fact that an increas- 
ing titer of an antibody during pregnancy does not necessarily 
indicate that the fetus carries the corresponding specific anti- 
gen. In this case the fetus was Kell negative, yet the titer of 
the maternal anti-Kell increased during pregnancy. This phe- 
nomenon has been observed in the case of Rh antibodies and 
is believed to be of the nature of an anamnestic reaction, the 
fetus providing a nonspecific stimulus. This Kell antibody is 
peculiar in reacting in saline and with antihuman globulin 
but not in human serum or bovine albumin. Indeed, albumin 
seems to suppress its activity instead of increasing it. The 
patient donated blood containing the Kell antibody, which has 
been used, together with anti-Cellano serum supplied by Levine, 
for determining which Kell positive patients are homozygous. 
Systematic search is now being made for the Kell antibody in 
pregnancy and in cases in which a transfusion reaction has 
occurred. 
2:1237-1292 (Dec. 2) 1950 

Protein Structure and Clinical Problems. E. C. Dodds.—p. 1237. 
Regulation of Secretion of Cortical Hormones. M. Vogt.—p. 1242. 
Objective Assessment of Improvement in Rheumatoid Arthritis. O. Janus. 

—p. 1244, 

osm Areata: Clinical Study. I, Anderson.—p. 1250. 
of Thyrotoxicosis with 2-Mercaptomidazole: Clinical Impres- 

sions. G. L. Foss.—p. 1252. 


Intravenous Iron in Treatment of Hypochromic Anaemia Associated with 
Rheumatoid Arthritis. R. J. G. Sinclair and J. J. R. Duthie.—p, 1257. 


Alopecia Areata.—This report is based on a clinical study of 
114 patients, including 81 with transient alopecia areata, 24 
with alopecia totalis and universalis and nine with persistent 
alopecia areata. The incidence was about the same in both 
sexes (59 males, 55 females) and it was not related to the 
color of hair. The cases here reviewed were not truly repre- 
sentative with regard to age distribution, as many cases of 
alopecia areata occurring in the region were treated in a chil- 
dren’s hospital. There appears to be a difference in the position 
of the primary patch between the sexes; in males it was 60 
per cent cccipital, 25 per cent frontovertical; and in females 
it was 27 per cent occipital, 56 per cent frontovertical. A 
previous history of the disease was found in 28 per cent. A 
positive family history was present in 19 per cent, but it is 
doubtful that this indicates a familial tendency. Other members 
of the family were affected at the same time in 6 per cent of 
cases. Vitiligo was present in 4 per cent of cases. Nail changes 
are common in extensive alopecia. The commonest precipitating 
cause was found to be mental shock or acute anxiety. In 27 
cases the alopecia had been preceded by some form of mental 
stress. An additional 26 patients had various mental disturb- 
ances, which they described as “nerves.” However, this state 
could not be related chronologically to the appearance of 
alopecia. Focal sepsis is thought to play little part in the 
causation. The etiology is unknown, but the author suggests 
that alopecia could be either a disease of adaptation or possibly 
a virus disease. Prognosis is difficult in the early stage, but it 
appears that most patients recover. Later in the course of the 
disease a generalized falling of hair with complete loss of eye- 
brows and whitening or loss of eyelashes is grave, and when 
this generalized loss is rapid, recovery is rare. Patients with 
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alopecia totalis without loss of body hair may recover even 
after a year or more, but alopecia universalis appears to be 
almost always permanent. 


Irish Journal of Medical Science, Dublin 


299:489-536 (Nov.) 1950. Partial Index 


Studies on Reliability of Mass X-Ray Surveys. L. H. Garland.—p. 489. 

Urethro-Vesical Injuries (Non-operative Type). C. Bowesman.—p. 495. 

Scope and Limitations of Modern Physical Methods of Treatment in 
Psychological Medicine. R. Thompson.—p. 509. 

*Hepatic Disease, with Chronic Oedema as Sole Clinical Feature. D. K. 
O'Donovan, J. McGrath and C. Galvin.—p. 517. 

Fatal Agranulocytosis with Methyl-Thiouracil. W. J. Treanor, J. Mac- 
Carthy and D. K. O’Donovan.—p. 524. 


Chronic Edema as Sole Clinical Feature of Hepatic Disease.— 
The case record presented by O'Donovan and his co-workers 
concerns a boy, aged 15, who had chronic intermittent hypo- 
albuminemia (as low as 1.1 Gm. per 100 cc.) and edema since 
early childhood. The other tests for hepatic function gave nor- 
mal results. A biopsy specimen of the liver showed fibrous 
perihepatitis with scanty fibrosis in the liver proper. The his: 
tory, clinical findings and histology of the liver differentiate 
the case from ordinary multilobular cirrhosis. No such case, so 
far as the authors know, has been previously described in the 
literature. They review related cases and suggest that the 
pathological mechanism in this case was the existence of sub- 
capsular fibrosis with compression of the liver in a rapidly 
growing person. The liver presumably reacted by diminishing 
the formation of serum albumin to a critically low level while 
maintaining a relatively adequate function in other respects. 


Journal of Mental Science, London 


96:869-1174 (Oct.) 1950. Partial Index 


Aspects of Thematic Apperception Testing: Paranoid Schizophrenia. 
M. Valentine and A. A. Robin.—p. 869. 

Wechsler Test in Clinical Practice: Comparison of Psychiatric and 
Psychosomatic Disorders with Control Population. A. al 


—p. 
Frontal Block: Some Observations on Effects of Local Anaesthetic 
Injections into Cerebral Hemispheres of Rabbits and Psychotic Patients. 
S. B. Lindsay.—p. 923. 
Preliminary Report on Transorbital Leucotomy. A. M. Edwards. 


—p. 935. 
Therapeutic Factors of Group-Analytical Treatment. F. Kraupl Taylor. 


—p. 

*Meningiomas with Dementia as First and Presenting Feature. E. Sachs 
Jr.—p. 

*Parieto-Occipital Syndrome Following Carbon Monoxide Poisoning. G. 
D. F. Steele and A. B. Hegarty.—p. 1015. 

Comparison of Desoxyephedrine (Methedrine), and Electroshock in 
Treatment of Depression. A. B. Monro and H. Conitzer.—p. 1037. 

Paranoid States Occurring in Leaded-Petrol Handlers. V. L. Kahan. 


—p. 1043. 

Use of Curare-Modified E. C. T. (Electric Convulsion Therapy). P. D. 
W. Shepherd.—p. 1055. 

Evaluation of Electric Convulsion Therapy as Compared with Con- 
servative Methods of Treatment in Depressive States. S. sconce 
—p. 1060. 


Dementia as the Presenting Feature in Meningioma.—Sachs 
reports on eight cases of meningioma in which dementia 
appeared as the initial symptom preceding the development of 
those symptoms commonly regarded as indicative of cerebral 
tumor. Patients with this presenting symptom comprised 3.4 
per cent of a group of 235 intracranial meningiomas. The 
correct diagnosis is likely to be missed in the cases with 
dementia as the presenting syndrome, especially if the patient 
is in the arteriosclerotic or presenile age group. The practical 
importance of early diagnosis of meningioma is that with the 
removal of the tumor the patient usually recovers from the 
mental illness. Careful, complete neurological examinations in 
demented patients must be done, in conjunction with accessory 
methods of examination, to bring the curable tumor cases to 
the neurosurgeon. 


Parieto-Occipital Syndrome Following Carbon Monoxide 
Poisoning.—Steele and Hegarty describe a man who attempted 
suicide by coal gas poisoning five years ago. He has been hos- 
pitalized since that time, except for a few months when he 
was discharged to the care of his relatives. His symptoms 
include Gerstmann’s syndrome of finger agnosia, agraphia, dis- 
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turbance of orientation for right and left, and acalculia, construc- 
tional apraxia and spatial disorientation along with disabilities 
that may be related to the aforementioned symptoms. Although 
the authors are unable to make precise statements about cerebral 
localization, there is ample evidence to indicate that such 
symptoms are related to a lesion of the parieto-occipital areas. 
The course of the illness in this case confirms the general view 
that symptoms of this kind following carbon monoxide poison- 
ing improve only slightly. A general mental deterioration 
occurred rapidly after the first few weeks, when the patient 
was painfully aware of his deficiencies. A vague awareness of 
defect persists, but for the most part he is indifferent to his 
gross and permanent disabilities. The authors think it likely 
that the prepsychotic personality and the original illness, which 
was responsible for the suicidal attempt, may have contributed 
to the complexity of the syndrome and to the rate and extent 
of the mental deterioration. The relevant literature is briefly 
reviewed. 


Journal of Tropical Medicine and Hygiene, London 


53:209-232 (Nov.) 1950. Partial Index 


Calcification of Guinea-Worm. D. B. Jelliffe.—p. 210. 
*Rapid Laboratory Method for Diagnosis of Intestinal Protozoa in 
Faeces. J. Kohn.—p, 212. 


Detection of Intestinal Protozoa in Feces.—Kohn describes a 
rapid method for the differentiation of intestinal protozoa. It 
is based on wet fixation, with phenol as the fixative. It renders 
visible the morphological features of the protozoan cell by 
altering the refractive index of the various cell structures. One 
reagent is used for formed feces where the presence of cysts 
is suspected. It consists of 1 milliter of phenol liquefactum, 
0.6 milliliter of glacial acetic acid and 50 milliliters of distilled 
water. Another reagent is used for examination of fluid feces 
where vegetative forms are more likely to be found. It con- 
sists of 0.9 milliliter of phenol liquefactum in 50 milliliters 
of distilled water. Two or three drops of the reagent are placed 
on a Slide, and a loopful of feces is mixed thoroughly with the 
reagent. A cover glass is then carefully applied, so that air 
bubbles are not formed, and the preparation is ready for 
examination. This method compares favorably with iodine 
staining. One of its most valuable features is that in most 
cases it renders visible the chromatoid bodies that play such 
an important part in the differentiation of Endameba histo- 
lytica cysts from nonpathogenic cysts. They appear as sharply 
outlined rods, bars, or oval or short, spindle-shaped bodies, 
highly refractile and often surrounded by a halo. In a few 
cases, however, for some unknown reason the chromatoid 
bodies are not demonstrable. 


Lancet, Lond 
2:661-720 (Dec. 2) 1950 


The Patient and His Disease. A. E. Clark-Kennedy.—p. 661. 

*Anticoagulant Therapy with Heparin in Pitkin’s Menstruum. J. F. 
Goodwin and A. G. Macgregor.—p. 667. 

Activity of Heparin in Pitkin’s Menstruum. J. D. Muir.—p. 671. 

Treatment of Deafness and Recurrent Otitis Media with X Rays. H. S. 
Kander and K. Sicher.—p. 672. 

Dehydration Treatment of Rheumatic Fever. W. S. C. Copeman and 
L. G. C. E. Pugh.—p. 

*Effect of Priscol on Peripheral Circulation. R. B. Lynn.—p. 676. 

Adrenocorticotropic Activity of Blood-Plasma Extracts. J. Bornstein 
and P. Trewhella.—p. 678. 

Relapse of Kala-Azar After Splenectomy. A. Das and P. C. Sen 
Gupta.—p. 681. 

Changes in Cerebrospinal Fluid During Pneumo-Encephalography. E. 
R. Bickerstaff.—p. 683. 


Anticoagulant Therapy with Heparin in Pitkin’s Menstruum.— 
Goodwin and Macgregor assess the efficacy of heparin in Pit- 
kin’s menstruum in the prolongation of the coagulation time. 
Twenty-four patients with thromboembolic disease were studied, 
including eight with venous thrombosis, six with myocardial 
infarction, nine with pulmonary embolism and one with arterial 
embolism. The preparation used was a solid gel at room tem- 
perature warmed to body heat then injected into a large muscle 
mass, usually the anterolateral aspect of the thigh. Satisfactory 
lengthening of the coagulation time was obtained in all except 
three cases. Wide variations in coagulation times occurred from 
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patient to patient and in the same patient from day to day. 
This was attributed to differences in rate of absorption and to 
individual variations in sensitivity to heparin. The minimal 
effective dose was 200 mg. in a 12 hour period, and the average 
was 200 mg. alternating with 400 mg. (600 mg. a day). There 
was a lapsed period of at least six to 48 hours before prolonged 
clotting times were obtained. When an immediate anticoagulant 
effect was required, it was necessary to inject soluble heparin 
intravenously in addition. Most patients developed some pain 
at the injection sites, and in six cases local reactions were 
severe, consisting of large hematomas in three patients and 
inflammatory reactions in three. There is a danger of loss of 
blood into injection sites and sudden release into the circula- 
tion of large amounts of heparin. Heparin in Pitkin’s men- 
struum is suitable for general use only if careful watch is kept 
for excessive local reactions and if the coagulation time is 
estimated every 24 hours. In patients who have only mild local 
reactions, the menstruum is a satisfactory and convenient 
medium for anticoagulant therapy and has many advantages 
over the intravenous injection of soluble heparin and bishy- 
droxycoumarin. Further work is necessary to modify the men- 
struum so that local reactions will be diminished and more 
even absorption of heparin will be insured. 


Effects of Priscoline® on the Peripheral Circulation.—Prisco- 
line (2-benzyl-4,5-imidazoline hydrochloride) recommended by 
a number of investigators in the treatment of peripheral vascu- 
lar disease, was studied by Lynn with regard to its effect on 
the peripheral circulation. The blood flow through the limbs 
was measured by a thermostatically controlled modification of 
the water-filled venous occlusion plethysmograph. In normal 
volunteers intravenous injection of 50 mg. of priscoline® caused 
a pronounced increase in blood flow through the hands and 
feet and only a slight increase in flow through the calf. In 
sympathectomized patients, intravenous injection caused no 
appreciable change in blood flow through the feet. In patients 
with vasospastic disorders of the limbs, intravenous injection 
caused an immediate increase in the blood flow in both hands 
and feet. Some of these patients received 150 mg. of pris- 
coline® by mouth daily for periods ranging from one to six 
months, and definite clinical improvement was noted. In patients 
with occlusive vascular disease, the intravenous injection of 
the drug was followed by an increase in blood flow in the 
feet. In the calf the increase in blood flow was minimal and 
in some patients it was unchanged. Injection of the drug into 
the femoral artery was followed by an increase in blood flow 
in the ipsilateral calf to double the preexisting level. Appar- 
ently, when priscoline® was given by this method the effect 
was more sustained. A patient with an acute embolism of the 
brachial artery was given the drug by injection into the sub- 
clavian artery an hour after the onset of symptoms. The col- 
lateral circulation visibly improved immediately, and within 
two hours the paralysis and anesthesia disappeared and the 
hand was warm, though the radial pulse did not return until 
next day. The author concludes that priscoline® is of value in 
the treatment of vasospastic disorders, but it is unlikely that 
it will benefit patients with occlusive vascular disease. Its effec- 
tiveness in the treatment of acute arterial embolism needs 
further confirmation. It may be of value in the determination 
of suitable candidates for sympathectomy. It is safe and well 
tolerated in therapeutic doses. 


Medical Journal of Australia, Sydney 
2:637-672 (Oct. 28) 1950. Partial Index 


Indications for Splenectomy: Discussion of Some Mechanisms Involved 
in Splenopathies. C. R. B, Blackburn.—p. 641. 

Indications for Splenectomy. W. L. Calov.—p. 644. 

Corpulence or Obesity in Childhood and Adolescence. H. B. Graham. 
—p. 648. 

2:673-708 (Nov. 4) 1950. Partial Index 

Recent Developments in and Treatment of Thyreotoxicosis. 
H. R. G. Poate.—p. 

Simple Method for eects of 17-Ketosteroids in Urine. V. 1. Krieger. 
—p. 678. 

Therapeutic Diagnosis in Paediatrics. R. Southby.—p. 687. 

Use of Streptokinase in Treatment of Tuberculous Meningitis. $. Williams 
and P. L. Bazeley.—p. 690 
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Practitioner, London 


165:469-566 (Nov.) 1950. Partial Index 


Cancer of Breast. F. E. Adair.—p. 473. 

Painful Nodular Breast. H. J. B. Atkins.—p. 482. 

Endocrine Therapy of Cancer of Breast. E. Paterson.—p. 488. 
Diseases of Lactating Breast. G. 1. Strachan.—p. 502. 

Skin Lesions of Breast. F. F. Hellier.—p. 508. 

Abnormalities of Breast in Men. R. Greene.—p. 512. 

Oesophageal and Intestinal Obstructions: Comparison. N. R. Barrett. 


Recent "Advances in Treatment of Squint in Children. J. Minton. 
—p. 528. 


Quarterly Journal of Medicine, Oxford 


19:263-362 (Oct.) 1950 


Critical Review of Changes in Liver Function During Liver Disease. 
H. Gray.—p. 263. 
Nephrocalcinosis Associated with Hyperchloraemia and Low Plasma- 
Bicarbonate. A. D. T. Govan.—p. 277. 
Idiopathic Hyperchloraemic Renal Acidosis of Infants (Nephrocalcinosis 
Infantum): Observations on Site and Nature of Lesion. ; 
Latner and E. D. Burnard.—p. 285. 


Dystrophia Myotonica: Endocrine Study. J. E. Caughey and J. Brown. 
—p. 303. 

Effect of Ephedrine in Asthma and Emphysema. A. G. W. Whitfield, 
W. M. Arnott and J. A. H. Waterhouse.—p. 319. 

Wernicke’s Encephalopathy. E. K. Cruickshank.—p. 327. 

*Bone and Joint Lesions in Acute Leukaemia and Their Response to 
Folic Acid Antagonists. E, Dresner.—p. 339. 


Folic Acid Antagonists for Bone and Joint Lesions in Leukemia. 
—Symptoms referable to the bones or joints may dominate 
the picture in the early stages of leukemia in childhood. They 
may consist of bone pains, arthralgia or joint swellings. If they 
are asscciated with anemia and hemic cardiac murmurs, an 
erroneous diagnosis of rheumatic fever is sometimes made, 
particularly if the disease is in the aleukemic stage. However, 
failure to respond to salicylates, the later appearance of leu- 
kemic cells in the blood or the development of radiological 
changes in the bones eventually indicate the necessity of a bone 
marrow biopsy for a correct diagnosis. In this paper the clini- 
cal, radiographic and histological aspects of the bone and the 
joint lesions seen in five children with acute leukemia are de- 
scribed. During temporary remissions of the leukemic process, 
induced by the folic acid antagonist aminopterin (4-amino- 
pteroylglutamic acid), a reversal of these lesions was demon- 
strated clinically and radiographically. The use of folic acid 
antagonists in acute leukemia arises from the observation that 
the administration of pteroylglutamic acid or its conjugates 
apparently intensifies the leukemic process. The remissions 
induced by folic acid antagonists are, at best, only temporary, 
and it was to be anticipated that subsequent relapses might be 
followed by a recurrence of the bone lesions. This did in 
fact occur. 


South African Journal of Clinical Science, Cape Town 
1:149-300 (Sept.) 1950 

*Chloromycetin Therapy Fever in Bantu Children. N. Feld- 
man and S, Selby.—p. 

Paracolon Bacillus in Fatal Case with Multiple Necrotic Foci 
in Liver. C. R. MacPherson and W. F. E. Baumann.—p. 172. 

Coccidiosis in Natal: Infections with Isospora Hominis (Rivolta). R. Els- 
don-Dew and L. Freedman.—p. 185. 

Medical Importance of Mites. F. Zumpt and H. Graf.—p. 196. 

*Radio-Active lodine in Treatment of Thyroid Diseases: Review of Litera- 
ture and Preliminary Report of Cases Treated. M. Weinbren.—p. 213. 


Chloramphenicol in Children with Typhoid.—Feldman and 
Selby report on 12 children who were treated for typhoid in 
Johannesburg. Typhoid in the Bantu child may be confused 
with meningitis. A macroscopically clear spinal fluid in a 
patient with a stiff neck and a positive Kernig sign makes one 
suspect tuberculous meningitis. Headache and abdominal pain 
are frequent observations in both tuberculous meningitis and 
typhoid. In the former, however, the patient is usually irri- 
table, resents handling and tends to lie curled up in bed. 
Children with typhoid, on the other hand, are usually quiet, 
apathetic and lie supine. Coated tongue and a doughy abdo- 
men are differentiating points. In the treatment of typhoid, 
various sulfonamides, penicillin and streptomycin have been 
used singly and in combination. Their only value appears to 
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have been in diminishing the possibilities of infection with 
secondary invaders. Ten of the 12 children here discussed were 
given adequate doses of chloramphenicol. Although the dra- 
matic effects reported by some observers were seen only in 
some patients, all were benefited by the use of chloramphenicol. 
Clinical improvement, as evidenced by diminished toxicity, 
improvement in appetite and disappearance of headache and 
abdominal pain, was noted in all the treated patients in two 
to six days. Defervescence occurred in an average of 5.1 days. 
In the fully treated patients, an average of 26.8 Gm. of 
chloramphenicol was administered over an average period of 
17.1 days. In most cases an initial oral dose of 1 to 2 Gm. 
was followed by 0.25 Gm. at four-hour intervals. 


Radioactive Iodine in Thyroid Diseases.—Weinbren, after dis- 
cussing the historical, physiologic and physical aspects of 
radioactive iodine therapy, reviews the reports of some 500 
patients treated with this method in the United States. An 
extensive bibliography is also included. He also describes his 
own experience with the method in various types of cases and 
says that the only serious contraindication to this therapy is 
the possibility that malignancy of the thyroid may develop 
many years later. He feels that this fear of malignancy is 
greatly exaggerated, but he believes that no one should use 
radioactive iodine without a study of the literature on the 
subject. 


Alergia, Buenos Aires 
4:41-78 (July-Oct.) 1950. Partial Index 


*Dermatitis from Contact with Streptomycin. A. Santos Almeida.—p. 41. 

Allergic Syndromes as Occupational Diseases. J. Martorelli.—p. 53. 

General Anesthesia with Cyclopropane in Treatment of Asthma. L. Ben- 
tolila.—p. 61. 


Dermatitis from Contact with Streptomycin.—Santos Almeida 
reports that of 12 nurses handling streptomycin dermatologic 
lesions developed in four. The lesions were similar, differing 
only in extension and severity. There was desquamative ery- 
thema, particularly of the eyelids and of the hands, frequently 
with interdigital fissures. The lesions appeared some time after 
the nurses started handling streptomycin, subsided when con- 
tact with the drug was avoided but reappeared when work with 
the drug was resumed again. Results of the patch test with 
streptomycin were positive. The recommended prophylatic mea- 
sures include investigation of former allergic disorders in nurses 
before they are accepted in hospitals for tuberculous patients, 
the wearing of gloves while handling streptomycin and the 
rotation of nurses in various hospital services. 


Aparato Respiratorio y Tuberculosis, Santiago 
15: 151-226 (July-Sept.) 1950. Partial Index 


*Atelectatic Artificial Pneumothorax. P.. F. Mendeville M., 
QO. Ivanovic F. and O. Gay P.—p. 


Atelectatic Artificial P th Boteselle and _ collabo- 
rators observed 100 patients with tuberculosis in whom atelec- 
tasis of varying degrees (total, lobar and partial) developed 
during therapy with artificial pneumothorax. This condition 
occurred around the cavities or in the lower edges of the lung. 
These patients were observed for several years after discon- 
tinuation of pneumothorax. The authors found that total 
atelectasis is an indication for early cessation of pneumothorax. 
Its continuation may cause respiratory insufficiency, flare-up 
of preexistent lesions or contralateral advance of tuberculosis. 
Lobar atelectasis, either with or without cavitation, seems to 
have a beneficial effect on the course of the disease in a large 
percentage of cases. Partial atelectasis has a beneficial effect 
if it includes the tuberculous lesion, whereas the effect is harm- 
ful if it is located under the lesion. Atelectasis surrounding 
uncollapsed tuberculous cavities is an indication for cessation 
of pneumothorax unless the cavities can be collapsed by treat- 
ment of the obstructed bronchus, a pneumolysis or phrenic 
paralysis. Atelectasis, regardless its size, diminishes during 
pneumothorax and completely disappears after discontinuation 
of pneumothorax. The course of pulmonary tuberculosis was 
favorably influenced by the aforementioned treatment in the 
patients reported on. 
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Arch. Internat. Pharm. et Thérap., Ghent 


84: 127-422 (Nos. 2 & 3) 1950. Partial Index 


Antagonistic Action of Adrenergic Blocking Agents on Vasopressor Effect 
of Epinephrine. G. Chen and D. Russell.—p. 176. 

Nicotine and Cardioinhibitory Vagal Center. C. Heymans, A. L. Delau- 
nois and R. Verbeke.—p. 221. 

Drug Protection Against Lethal Action of Parathion. P. R. Salerno and 

Coon.—p. 227. 

Evaluation of Adrenergic Blocking Agents. G. Chen, V. L. Nash and 

D. Russell.—p. 269. 


*New Antihistaminic of Vegetable Origin. A. Kovacs and L. Szabadi. 


—p. 276 

Metabolic Effects of Nor-Adrenaline and Adrenochrome. B. Issekutz Jr., 
I. Lichtneckert, G. Hetényi Jr. and M. Bedé.—p. 376. 

Comparative Analysis of Effect of Hydrogenated Ergot Alkaloids on 
Pressoreceptive and Chemoreceptive Reflexes in Cat. G tton, 
A. Cerletti and M. Taeschler.—p. 393. 

“Mechanism of Bradycardia by Nor-Adrenaline. C. Heymans and G. R. 
De Vieeschhouwer.—p. 401. 


An Antihistamine of Vegetable Origin.—Kovacs and Szabadi 
previously reported that the tannic acid extracted from gallnuts 
has a decided antihistaminic effect. This effect is exerted not 
by the tannic acid but rather by the impurities it contains. 
The authors attempted to isolate this substance from the gall- 
nut but were able to purify it only to a certain extent. The 
substance that was obtained by fractionation with lead acetate 
proved in guinea pig tests 10 times more potent than the com- 
merical tannic acid. If the ordinary watery extract of gallnuts 
is administered repeatedly (six to 10 times) by the parenteral 
route to animals, a strong and persistent antihistamine effect 
can be observed, and the adrenals of these animals usually 
become hypertrophied. The most effective of the synthetic 
antihistamines gives protection for a maximum of only 10 hours, 
whereas the active fraction of the gallnut acts for 18 to 20 
hours. Should the gallnut extract become available for thera- 
peutic use, this prolonged effect would represent a great advan- 
tage in the treatment of allergic diseases. 


Bradycardia Produced by Arterenol (Nor-Epinephrine).—Hey- 
mans and DeVleeschhouwer describe experiments on dogs that 
they carried out to investigate the mechanism of the brady- 
cardia produced by arterenol (nor-epinephrine). They found that 
this bradycardia is of reflex origin and is induced primarily 
by the rise in blood pressure acting on the sinoaortic presso- 
receptors. Nor-epinephrine has no direct stimulating effect on 
the cardioinhibitory vagal center. Nor-epinephrine, by acting 
directly on the carotid sinus areas, induces a reflex slowing 
of the heart by stimulation of the pressoreceptors located in 
the arterial walls of the carotid sinus. 


Archives des Maladies du Coeur, Paris 


43:961-1056 (Nov.) 1950. Partial Index 


Mediastinal Adenopathies of Patients with Heart Disorder. Y. Bouvrain 
and J. Bescol-Liversac.—p. 

Cardiodynamometry: Clinical Determination of Functional Value of 
Heart. A. Pruche.—p. 968. 

Myocardial Infarct and Disturbances of Rhythm. L. Tatibouet and 
A. Mathivat.—p. 981. 

*Angiography of Thoracic Aorta by Direct Puncture. J. Meneses Hoyos 
and C. Gomez Del Campo.—p. 996. 


Angiography of Thoracic Aorta.—A new method of arteriog- 
raphy of the thoracic aorta involving direct injection of a 70 
per cent solution of iodopyracet concentrated solution into the 
lumen of the vessel by puncture of the aortic arch is reported 
on. In eight patients good roentgenograms were obtained of the 
ascending aorta, the arch of the aorta, the descending aorta 
and the large arterial vessels that arise from the aortic arch. 
In addition, the coronary arteries and the outlines of the aortic 
semilunar valves were visualized in two roentgenograms. This 
method aids greatly in the differentiation of aneurysm of the 
innominate artery from superior mediastinal tumor and of 
aneurysm of the descending thoracic aorta from posterior 
mediastinal tumor; it also aids the study of abnormalities of 
the position and course of the aorta, of its large arterial 
branches and of arteriovenous fistulas of these large trunks. 
Arteriography of the thoracic aorta furnishes clearer pictures 
than angiocardiography, to which it may be preferred. The new 
method is without danger if the indications are ‘carefully 
observed and technical errors, such as injection of the opaque 
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solution outside the vessel, are avoided. Arteriography of the 
aortic arch is contraindicated in most cases of aneurysm of 
the aortic arch. A small pleural effusion of blood, which caused 
pain and dyspnea for 24 to 48 hours occurred in two of the 
authors’ cases. 


Beitrage zur klinischen Chirurgie, Berlin 
181:1-160 (No. 1) 1950. Partial Index 
Surgical Complications of Electroshock Treatment. K. Stucke.—p. 1. 
Experiences with Retropubic Prostatectomy. H. Meyer-Burgdorff—p. 13. 
Late Results of Nailing of Neck of Femur. H. Kurt.—p. 35. 
Focal Syndrome in Tuberculous Meningitis. H. K. Biischer.—p. 61. 
*Treatment with Injections of Lactic Acid for Comatose Conditions After 
Operation for Obstructive Jaundice. K. Treppinger.—p. 81. 
*Arteriectomy in Treatment of Disturbances of Peripheral Circulation. 
J. Knorre.—p. 135. 


of Lactic Acid in Treatment of Hepatic Coma.— 
Five patients with hepatic coma after surgical intervention for 
obstructive jaundice were treated with intravenous injections of 
lactic acid. A total of 5 cc. of lactic acid in 50 cc. of isotonic 
sodium chloride solution was administered in one or in several 
injections. The patients were aroused from coma, and the asso- 
ciated cerebral disturbances of speech and vision subsided. One 
patient received an additional injection of 2.5 cc. of lactic acid, 
and another, who had been in coma for 18 hours, received addi- 
tional injections of 1.5 cc. daily for seven days. In contrast to 
the effect exerted by lactic acid, daily administration of up to 
75 Gm. of dextrose was ineffective. Glycogen deficiency of the 
liver is to be considered the cause of the hepatic coma. The 
subjective and objective improvement of the patients’ condition 
after the administration of lactic acid may be attributed to the 
formation of glycogen from lactic acid. Apparently the dam- 
aged liver cells can still use the lactic acid for the formation 
of glycogen but are no longer able to convert the administered 
dextrose into glycogen. 


Arteriectomy for Disturbances of Peripheral Circulation.— 
Knorre performed arteriectomy on 21 patients with obstruction 
of the femoral artery due to atherosclerosis and on three 
patients with thromboangiitis obliterans. Three of the 21 
patients with atherosclerosis are still hospitalized. Complete 
recovery resulted from arteriectomy in 10 of the remaining 18 
patients, some of whom were followed for as long as five years. 
Much improvement resulted in two other patients, whose work 
capacity was restored. Only temporary improvement resulted 
from arteriectomy in one patient, while amputation had to be 
performed in five despite arteriectomy combined with lumbar 
sympathectomy. Temporary improvement resulted from the 
arteriectomy in one of the three patients with thromboangiitis 
obliterans and complete recovery was obtained in the other two. 
Arteriectomy is indicated in all cases of segmental obliteration 
of the large arteries of the extremities, most frequently of the 
femoral artery, provided that the collateral vessels are unim- 
paired. Arteriography, and occasionally aortography, aid greatly 
in the diagnosis. Changes, and occasional obliteration, of the 
contralateral femoral artery may be observed in the majority 
of the patients. Arteriectomy is a minor operation and may 
be performed under local anesthesia even in old and debilitated 
patients. Radical excision of the thrombosed portion of the 
artery is as important as the careful preservation of the col- 
lateral vessels. Procaine hydrochloride blockage of the sympa- 
thetic nerve is performed regularly after the arteriectomy. Lum- 
bar sympathectomy was given a trial in those cases in which 
arteriectomy failed, but it failed also in many of these cases. 
Arteriectomy is contraindicated when gangrene has already 
occurred. The advantage of arteriectomy over sympathectomy 
is that it is not associated with disturbances of potency, which 
occur frequently after sympathectomy. The effect of arteri- 
ectomy consists of active vasodilatation of the collateral vessels 
resulting from the abolition of the pathological vasoconstrictor 
reflexes that originated in the obliterated arterial segment. The 
obliterated artery functions only as a sympathetic nerve in 
‘the pathological condition of excitation. The success of the 
arteriectomy depends on early diagnosis before the occurrence 
of gangrenous or pregangrenous changes. 
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Chirurg, Heidelberg 
21:565-612 (Oct.) 1950. Partial Index 


Cerebrospinal Fluid Fistulas and Pneumatocele in Cranial Lesions. 
E. Otto.—p 565. 

*High Incidence of Spontaneous Fractures on Anterior Part of Ribs in 
Alimentary Dystrophy. H. Zschau.—p. 571. 

Experiences with Endotracheal Anesthesia with Consideration of Use of 
Curare. W. Heitmann.—p. 575 


Chemical and Clinical Aspects of Penicillin Therapy in Modern Surgery. 
H. J. Steinke.-—p. 581. 


Spontaneous Rib Fractures During Alimentary Dystrophy.— 
Zschau says that in 1946, when malnutrition was prevalent in 
Germany, he detected spontaneous fractures in the anterior 
parts of the ribs in 63 of about 900 patients. In i2 cases these 
fractures were corroborated by postmortem examination. After 
treatment with cod liver oil was begun and after the food 
shortage became less acute the incidence of spontaneous rib 
fractures decreased suddenly. Patients stated that they had 
sudden pains in the chest while turning over in bed, while 
getting up, after a mild blow or while lifting something. Clini- 
cal examination revealed a localized pressure pain over one or 
several ribs in the region where the cartilage adjoins the bone. 
Breathing was painful in some cases, and signs of a sub- 
cutaneous hematoma were sometimes seen. Later, thickening, 
often in the form of the rachitic rosary, could be felt. Four or 
five months were required for the solidification of the fracture. 
The second and sixth ribs were most frequently involved, then 
followed in order of frequency the fourth, fifth, third, seventh 
and first ribs. Sometimes rib fractures were bilateral and 
multiple. The history of many of the patients disclosed recur- 
rent attacks of dysentery previous to the appearance of the 
alimentary dystrophy. A year or more had usually elapsed 
between the onset of the alimentary dystrophy and the spon- 
taneous rib fracture. Many patients had avitaminotic skin 
lesions, night blindness or paresthesia. Some stated that their 
urine had had a milky appearance at times. Examination 
usually disclosed loss of fat tissue and muscular atrophy. A few 
had edema. Some showed hyperirritability of the muscles in 
the form of idiomuscular contractions. Some of these symptoms 
suggest a disturbance in calcium metabolism, as does the hypo- 
calcemia that usually accompanies alimentary dystrophy. 
Deficiency of vitamin D doubtlessly played a part in the 
pathogenesis of the spontaneous fractures, but the possibility 
that these patients had an increased susceptibility to a vita- 
min D deficiency is suggested by the fact that over 55 per cent 
of them had had rickets during childhood. The bone changes 
in alimentary dystrophy and those found in rickets have many 
aspects in common. It is suggested that vitamin D deficiency 
is responsible for both. 


Deutsche medizinische Wochenschrift, Stuttgart 
75:1643-1674 (Dec. 8) 1950. Partial Index 


Seventy-Five Years of Research in Venereal Diseases. E. Hoffmann. 
—p. 1643. 

Epidemic Parotitis. S$. Dahi.—p. 1647. 

Acute Atrophy of Bone Marrow. S. Sandkihler.—p. 1649. 

*Clinical, Etiological and Epidemiological Investigations in an Epidemic 
of Virus Meningitis. K. F. Bingel and M. Schuster.—p. 1652. 

Therapy of Inoperable Pulmonary Cancer. E. Kautzsch.—p. 1655. 


Epidemic Virus Meningitis.—Bingel and Schuster describe an 
epidemic of a benign form of nonbacterial meningitis occurring 
in July 1949. Detailed studies were made on 142 cases, and 
diagnosis in an additional 120 cases was regarded as established. 
The ages of the patients varied between 5 months and 51 years, 
but the majority were children. The epidemic appeared sud- 
denly, in a kindergarten, without being preceded by sporadic 
cases. This sudden appearance suggested an infection caused by 
food or water, but both of these factors could be ruled out. 
A severe headache was usually the first symptom. The tempera- 
ture increased within a few hours up to 40 C. (104 F.) and 
usually decreased by lysis within two or three days. In about 
10 per cent of the cases the temperature curve was of a biphasic 
type, an interval of from one to three days intervening between 
the two temperature elevations. Sore throat and edema of the 
uvula and palatine arch were usually present, and enlargement 
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of the regional lymph nodes varied. Exanthems were never 
observed. Meningitic symptoms with stiffness of the neck and 
with positive Kernig, Brudzinski, Amoss and spine signs usually 
lasted for two or three days. Encephalitic disturbances were 
indicated by vertigo, somnolence or restlessness and temporary 
disturbances in the reflexes. Culture of cerebrospinal fluid and 
blood failed to reveal bacteria, but animal inoculations demon- 
strated a virus in the blood, cerebrospinal fluid and throat 
washings. This virus differs from that of poliomyelitis and chor- 
iomeningitis. It is suggested that climatic factors (hot, dry 
weather and dust) may have played a part. The incidence of the 
disease was greatest among those who had done harvesting 
work in field and garden. The field mouse may have been the 
virus reservoir, as the virus could be demonstrated in 20 per 
cent of 156 field mice. 


Helvetica Paediatrica Acta, Basel 


5:401-480 (Nov.) 1950. Partial Index 


Action of Cortisone on Elimination of 17-Ketosteroids and Other Steroids 
in Patients with Congenital Hyperplasia of Adrenals. L. Wilkins, R. A. 
Lewis, R. Klein and E. Rosemberg.—p. 418. 

Feminine Pseudohermaphrodism with Congenital Insufficiency of Adrenal 
Cortex: Favorable Effect of Cortisone, Desoxycorticosterone Acetate 
and Sodium Chloride. A. Prader.—p. 426. 

*Neurosympathetic Disturbances im Poliomyelitis: Trophic Disturbances. 
H. Zellweger and H. Morf.—p. 434. 
Electrocardiogram in Poliomyelitis. W. Frischknecht and H. Zellweger. 
448. 


—p. 
Mediastinal and Supraclavicular Cold Abscess After Hilus Tuberculosis. 
W. Frischknecht.—p. 472. 


Trophic Disturbances in Poliomyelitis —Trophic disturbances 
in the late stage of poliomyelitis may involve the skin, muscles 
and bones. The skin may be cold and damp and show a reddish 
blue discoloration associated with thinness, glossiness and 
desquamation. The musculature atrophies, as revealed by a 
decrease in circumference. This atrophy is a result not only of 
the trophic disturbances, but also of inactivity. Trophic dis- 
turbances in the bones are manifested by osteoporosis, which 
is severer than that resulting from inactivity. Whereas impair- 
ment of motor function is often improved or remains stationary 
after the acute inflammatory stage of poliomyelitis, the trophic 
disturbances have a tendency to increase with time, and trophic 
ulcers may result. The trophic disturbances are attributable to 
changes in the vasomotor nervous system. Capillaroscopy, skin 
temperature readings and oscillometric measurements provide 
objective evidence of these trophic disturbances. During the 
initial phase skin temperature and oscillometric response are 
increased on the affected side, but during the paretic stage both 
these measurements are decreased in comparison with the 
unaffected side. Treatment aimed at overcoming these vaso- 
motor changes should become an essential part of poliomyelitis 
therapy. The authors describe the results obtained with physio- 
therapy and sympathectomy. 


International Review of Vitamin-Research, Bern 


22:257-380 (No. 3) 1950. Partial Index 


Excretion of Pantothenic Acid in Young Persons and Older Persons. 
V. Schmidt.—p. 257. 
pa Fibrosis of of ‘Pancreas Combined with Myocardial Fibrosis. W. Kint- 


273 
Fate lt ‘of German Margarine. Contribution to “eo of Use of 
Azo Dyes for Coloring Foodstuffs. K. H. Wagner.—p. 2 
Significance of Vitamin Bs for Synthesis of Immune + oll K. H. 
Biising.—p. 313. 


Vitaminization of Margarine and the Problem of Dyes for 
Foods.—Wagner shows that the addition of vitamins to mar- 
garine no longer presents any difficulties. The technical and 
scientific aspects of the problem have been solved, and an ade- 
quate source of supply of vitamin A has been assured. The 
livers of certain types of fish provide rich sources of vitamin A, 
and Isler and Huber have recently succeeded in synthesizing 
this vitamin. Beta carotene, a vegetable dye, can be used for 
dyeing foodstuffs, particularly margarine. This dye acts in the 
organism similarly to vitamin A. No synthetic dyestuff has this 
ability. In fact, the aniline or azo dyes, sudan orange-yellow or 
sudan orange-red, formerly used for the dyeing of margarine, 
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have cancerigenic properties. The author stresses that all dyes 
used for coloring foods should be thoroughly tested for their 
possible harmful effects. The aniline dyes present a special 
problem for further investigation since they are also the basic 
substance from which some drugs are prepared. 


Journal de Médecine de Lyon 
31:803-842 (Oct. 5) 1950. Partial Index 


Some Clinical Remarks on Arterial Hypertension: Prolonged States of 
Hypertension. L. Gallavardin.—p. 805. 


Role of Physiologist in Surgical Therapy of Arterial Hypertension. H. 
Hermann.—p. 811. 


*Surgical Treatment in 108 Cases of Arterial Hypertension, P. We-‘heimer 
and J. Lecuire.—p. 819. 


Surgical Treatment of Arterial Hypertension.—Wertheimer and 
Lecuire operated on 108 patients with essential hypertension. 
Adrenalectomy was performed on 17 patients. One died three 
weeks after the operation, while 12 of the remaining 16 sur- 
vived for long periods, some for 10 to 12 years. Subdiaphrag- 
matic sympathectomy, i. e., sectioning of the splanchnic nerves, 
usually associated with sectioning of the upper portion of the 
lumbar chain, was performed on 18 patients. Six of them sur- 
vived for five months to two years. Bilateral splanchnicectomy 
in one stage by posterior mediastinal approach (Max Peet’s 
operation) was performed on 24 patients. Ten survived for an 
average period of two years and eight months. Extensive thora- 
columbar sympathectomy was performed in 83 operations on 
49 patients, some of whom were subjected only to unilateral 
operation. There were eight postoperative deaths. Thirty-two 
patients were followed up for nine to 34 months with satisfac- 
tory results in 16 and excellent results in seven. The favorable 
effect of the surgical intervention on the subjective disturbances 
was constant and lasting. Cerebral changes and cardiac condi- 
tions were not much improved. Ocular signs were improved in 
eight of 26 patients studied. Renal function was frequently 
benefited. Adrenalectomy as well as extensive sympathectomy 
caused a drop in blood pressure. Surgical treatment of arterial 
hypertension, although effective in many cases, did not yield 
constant results and the benefit obtained was sometimes transi- 


31:843-884 (Oct. 20) 1950. Partial Index 


Biologic Diagnosis of Pregnancy by Means of Rana Esculenta: 530 Cases. 
H. Pigeaud, M. Vincent and L. Edelstein.—p. 843. 
*Statistics of Gastrectomy for Ulcer. R. Peycelon and H. Blanchet. 
1. 


for Ulcer.—Peycelon and Blanchet report on 710 
patients who were operated on for peptic ulcer syndrome. A 
simple gastroenterostomy was performed on 71 patients (10 
per cent), while 639 patients (90 per cent) were subjected to 
gastrectomy. Of the latter group, 533 were men and 106 were 
women. About half the patients were between the ages of 40 
and 60 years. Ulcers occurred on the lesser curvature of the 
stomach in 203 patients, on the duodenal bulb in 338 patients, 
on both the lesser curvature and the duodenal bulb in 26, and 
on the anterior aspect of the greater curvature in four. Three 
patients had ulcers associated with hour-glass deformity of the 
stomach; 27 had ulcers developing despite previous gastro- 
enterostomy, and 17 had secondary peptic ulcers. Operation was 
performed according to Polya’s technic in 591 cases, the Bill- 
roth II operation in 38, and the Péan, Kocher, Santy operation 
in seven. Injury to the biliary tract was the only accident 
occurring during operation. The common bile duct was injured 
in three instances, but the biliary flow was restored in all. 
Pneumonia, fistulas, peritonitis and hemorrhages were observed 
as postoperative complications. The total mortality rate was 8 
per cent, but this rate varied according to the location of the 
lesion. The lowest rate (4.2 per cent) was associated with ulcer 
of the duodenal bulb. A higher mortality occurred in cases of 
ulcers on the lesser curvature (9.8 per cent) and in cases of 
pyloric stenosis (12.6 per cent). The mortality rate reached its 
maximum (20 per cent) in cases of secondary peptic ulcer and 
was higher in women than in men. The patients operated on 
were followed for 18 months to 12 years. Complete and definite 
recovery was revealed by clinical and roentgenologic examina- 
tion in 80 per cent; good results were obtained in 15 per cent, 
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and surgical treatment failed in 5 per cent. Disturbances that 
persisted after gastrectomy included intolerance to milk, post- 
prandial distention, failure to gain weight and pain due to 
gastrojejunitis or secondary peptic ulcer, the latter occurring 
in only six instances. Late results seemed to be somewhat better 
in ulcer occurring on the lesser curvature than in duodenal 
ulcer. 


Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 


94: 3273-3364 (Nov. 18) 1950. Partial Index 


*Influence of High Mountain Climate on Tuberculosis in Patients with 
Bronchial Asthma. P. C. Gugelot.-—p. 3281 
Torsion of Testis. A. T. Hagens.-—p. 3292. 
Two ~— oe of Shigella Paradysenteriae. A. W. Pot and W. de Loos. 
seurataiion of Serum Protein with Copper Sulfate Method of Phillips 
and Van Slyke. C. K. V. van Dommelen.—p. 3302. 
*Transmission of Malaria by Blood Transfusion. W. Drukker and S. I. 
de Vries.—p. 3312. 
Influence of High Mountain Climate on Tuberculosis and Bron- 
chial Asthma.—Gugelot presents observations on 49 patients 
who had both asthma and tuberculosis and who were sent to 
the high mountains for treatment. In 25 of these ail symptoms 
of asthma subsided promptly; in 15 others the asthma was 
relieved to such an extent that antiasthmatic drugs could be 
dispensed with. In 39 of the 40 who had responded favorably 
to the high altitude climate, the pulmonary tuberculosis also 
was favorably influenced. In four of the nine in whom the 
asthma did not respond to this climate, the tuberculosis never- 
theless took a favorable course. Thus, of the six tuberculous 
patients who failed to respond to treatment in the high moun- 
tains, five belonged to the group in whom the asthma also had 
proved refractory. Thus the response of asthma to the high 
mountain climate largely determines the course of the tuber- 
culous process in the lungs in patients who have both diseases. 
It appears that treatment in the high mountain climate is 
especially valuable for tuberculous patients who also have 
asthma. As soon as asthma has improved these patients can, 
if necessary, be subjected to collapse therapy. 


Transmission of Malaria by Blood Transfusion.—Drukker and 
de Vries report two cases of malaria acquired from blood 
transfusions. One woman received 1,000 cc. of blood obtained 
from two donors; the other was given 2,500 cc. of blood taken 
from five donors. The first woman had intermittent attacks 
of chills and fever, beginning 14 days after the blood trans- 
fusion. Thick drop examination of the blood disclosed numer- 
ous ring forms of tertian malaria. After quinine therapy was 
begun the fever disappeared and malarial parasites were no 
longer demonstrable in the blood. In the second patient, fever 
appeared 18 days after the transfusion. Here again the blood 
was found to contain parasites of tertian malaria. The fever 
was controlled by quinine therapy. The authors stress that the 
danger of transmission of malaria by blood transfusion has 
increased in the Netherlands because of the repatriation of 
large numbers of military personnel from the East Indies. 


Nordisk Medicin, Stockholm 
44: 1739-1780 (Nov. 3) 1950. Partial Index 


be ee Ankylopoietica Incipiens, Diagnosis and Treatment. II. 
. F. H. Reiter and J. Thoms.—p. 1739. 
A. Borg.—p. 1742. 
Pregnancy Reactions with Male Common Toad (Bufo Vulgaris). C. F. 
Felding.—p. 1745. 
Sodium a Intoxication and Its Successful Treatment. H. Hartelius. 
—p. 1747. 


Spondylarthritis Ankylopoietica Incipiens.—Peripheral joint 
lesions form an important part of spondylarthritis ankylo- 
poietica in its late stages, but it is not generally recognized 
that such lesions frequently precede the changes in the spinal 
column or develop simultaneously with them. In 61 of 80 cases 
studied by Reiter and Thoms, the first symptoms were extra- 
spinal. The peripheral arthritis presents an atypical picture. 
It is initially confined only to joints in the lower extremities, 
often as a long-continued or recurrent monoarticular involve- 
ment. It affects only slightly the distal joints of the upper 
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extremities. Failure to recognize the significance of this involve- 
ment often leads to delay in the diagnosis of spondylarthritis 
ankylopoietica beyond the point where roentgen therapy can 
be curative. Early diagnosis depends on roentgen examination, 
possibly repeated, of the sacroiliac joint in all young rheumatic 
patients, from late childhood to the age of 30, who do not 
show the characteristic picture of other joint affections. 


44:1781-1818 (Nov. 10) 1950. Partial Index 


*Clinical Aspects of Chloramphenicol. J. S. White.—p. 1781. 
Penicillin Treatment of Scarlet Fever. C. F. Arosenius.—p. 1785. 
Bismuth Paraffin Oil Treatment of Tuberculous Empyema. R. Thorkildsen. 

—p. 1786. 
Aureomycin Treatment of Complications After Vaccination Against 
Smallpox. B. L-K Appelbom and M. Schnabel.—p. 1790. 
Stenosis of Abdominal Aorta with Special Regard to Differentiation from 
Coarctation of Aorta. C. Holten.—p. 1792. 
Mediastinal Tumors. G. Riekeles.—p. 1794. 
Lower Nephrosis in Acute Syn- 
drome). H. Begtrup and J. Brgndum Nielsen.—p. 


Clinical Aspects of Chloramphenicol.—White compares the 
antibiotic spectrum of chloramphenicol with that of penicillin 
and of streptomycin and states that chloramphenicol is mod- 
crately effective against gram-positive bacteria, extremely effec- 
tive against gram-negative bacteria, exerts a powerful action 
on Rickettsia and is active against a number of virus infections. 
In typhoid its properties are life saving. The response of whoop- 
ing cough to chloramphenicol is stressed. For young children 
the bitter taste may be masked with sirup, honey or black 
currant puree. Effective blood levels are obtained 30 minutes 
after oral administration, and can be maintained if the dosage 
interval does not exceed eight hours. Chloramphenicol is stable, 
relatively nontoxic, has the advantage of oral administration 
and shows great promise in a wide range of diseases previously 
without effective remedy. It is thought to inhibit coenzymes 
essential for carbohydrate metabolism, which presumably 
explains two cases of acute avitaminosis seen after administra- 
tion of large doses of the drug. Prolonged chloramphenicol 
therapy may necessitate the administration of vitamin B 
complex. 


Zeitschrift f. Laryng., Rhinol., Otologie, Stuttgart 
29: 509-556 (Nov.) 1950. Partial Index 
Cavernous Sinus Thrombosis and Orbital Phlegmons: Changes in Indi- 
cations for Surgical Treatment as Result of Modern Chemotherapy. 
R. Albrecht.—p. 512. 
Basal Membrane of Normal and Hypertrophic Mucosa of Upper Respira- 
tory Tract: Significance and Function. W. Messerklinger.—p. 540. 
*Disturbances in Taste Following Tonsillectomy. T. Dehnen.—p. 546. 
Suppurating Parotitis in Botulism. K.-G. Baum.—p. 551. 


Disturbances in Taste Following Tonsillectomy.—Dehnen pre- 
sents two patients in whom the sense of taste was found to 
be impaired following tonsillectomy. The first patient found 
that since her tonsillectomy sweet foods had a disgusting taste. 
This sensation was perceived particularly when the foods passed 
the base of the tongue. She also noted increased salivation 
and complained of occasional pains radiating from the palate 
or the root of the tongue to the ears, which generally appeared 
during eating or talking and persisted for about 30 minutes. 
These pains and the increased salivation subsided after about 
three months. Neurological examinations disclosed no disorders 
of the central nervous system, but tests of the sense of taste 
revealed that solution of cane sugar was not recognized when 
in contact with the left posterior third of the tongue where 
it elicited the aforementioned disgusting taste. About five 
months after tonsillectomy, this abnormal taste sensation sub- 
sided. The second patient complained that since tonsillectomy 
she had had a sweet taste in her mouth constantly, particularly 
on the left side of the tongue and, in seasoning foods, she 
often applied excessive amounts of salt. She also had a foreign 
body sensation in her throat. In this patient ageusia for salty 
and sour tastes was detected in the left posterior third of the 
tongue and persisted 18 months. The author reviews the limited 
literature on this problem. Irritation of or injury to branches 
of the glossopharyngeal and related nerves during tonsillectomy 
is regarded as the probable cause of the impairment of the 
sense of taste. 
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BOOK REVIEWS 


Food Allergy. By Herbert J. Rinkel, M.D., F.A.C.P., F.A.C.A., Theron 
G. Randolph, M.D., F.A.C.A., F.A.A.A., Instructor in Medicine, North- 
western University Medical School, Chicago, and Michael Zeller, M.D., 
F.A.C.P., F.A.C.A., Clinical Instructor in Medicine, University of Illinois 
College of Medicine, Chicago. Cloth. $8,50. Pp. 492, with illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, IIl.; 
Blackwell Scientific Publications, Ltd., 49 Broad St., Oxford, England; The 
Ryerson Press, 299 Queen St., W., Toronto 2B, 1951. 


The imperfections in the identification of specific causative 
agents in a sizable portion of the allergic population and the 
general failure to assign any definitive cause to a number of 
obscure nonallergic conditions have created much speculation 
and many theories. Among these concepts is one that deals with 
the claimed extreme importance of food allergy. This concept, 
shared only by a small minority of those who deal with allergic 
disease, has finally culminated in the monograph by Rinkel and 
his associates. 

Some of the major theses of this belief can be summarized 
as follows: 


1. Allergy to food is claimed to be extremely important and 
common. To the authors it explains many of the curious mani- 
festations and complications of allergy. The following state- 
ments are typical: “Nasal obstruction in a properly treated 
case of pollinosis points to a complicating food allergy.” “A 
diet that is correct for a patient in the month of May, may 
not be so in September (concomitant reaction to ragweed). 
Likewise do not attempt to predict what the diet must be in 
wintertime if the patient has been diagnosed in the summer- 
time.” The question of the effect of weather, which has puzzled 
all scientists, is neatly solved as follows: “We have demon- 
strated that this susceptibility to weather and seasonal changes 
can be reduced or eradicated by specific food elimination.” 

2. Allergy to corn is claimed as one of the commonest food 
allergies: in 200 food allergy patients, 87 were allergic to corn. 
This is to be contrasted with the polled statistics of a number 
of leading allergists reported in a recent issue of the Journal 
of Allergy, in which a figure of 0.16 per cent of corn sensitivity 
was reported among 45,000 allergic patients. 

3. The minutest amounts of foods, including the most refined 
foods, such as starch, syrup and refined sugars, and alcoholic 
liquors are alleged to be common causes of allergy. One 
should note that as opposed to this view a masked feeding 
experiment participated in by a number of allergists (reported 
in the Journal of Allergy) showed conclusively that among the 
25 known corn-sensitive patients not one had a clinical response 
to corn oil or corn sugar. 

4. A large segment of such complaints as fatigue, weakness, 
muscle pains, drawing and pulling of muscles of the neck, head- 
ache, melancholia, depression, chilliness, nervousness, insomnia, 
and chronic alcoholism are due to food allergy. 

The viewpoint presented by this book is interesting. It is 
not, however, compatible with the experience of the majority 
of well trained observers. Until more critical experimentation 
confirms some of the claims, it would be hazardous to accept 
the teachings promulgated here. 


Health Instruction Yearbook 1950. Compiled by Oliver E. Byrd, Ed.D., 
M.D., F.A.P.H.A., Professor of Health Education, and Director, Depart- 
ment of Hygiene, School of Education, Stanford University, Stanford 
University. Foreword by Jesse Feiring Williams, M.D., Sc.D. Cloth. 
$3.50. Pp. 270. Stanford University Press, Stanford University, California; 
Oxford University Press, Amen House, Warwick Sq., London, E.C.4, 
1950. 


This is the eighth yearbook in this series. Previous issues 
have been reviewed in THE JOURNAL as they appeared. It is 
an excellent source of ready reference to the important occur- 
rences during the year. One need only remember that the 
1950 Yearbook, coming off the press in October 1950, must 
necessarily be essentially a 1949 Yearbook. 


The reviews here published have been prepared by competent authorities 
and do not represent the opinions of any official bodies unless specifically 
stated. 


Bronchoesophagology. By Chevalier Jackson, M.D., Sc.D., LL.D., Hon- 
orary Professor of Bronchoesophagology and Laryngeal Surgery, Temple 
University, Philadelphia, and Chevalier L. Jackson, M.D., A. 
C.S., Professor of Bronchoesophagology and Laryngeal Surgery, Temple 
University. Cloth. $12.50. Pp. 366, with 263 illustrations. W. B. Saunders 
Company, 218 W. Washington Sq., Philadelphia 5; 7 Grape St., Shaftes- 
bury Ave., London, W.C.2, 1950. 


The authors have added this new book to their extensive 
publications on subjects pertaining to the larynx, tracheobron- 
chial tree and the esophagus. The book is divided into two 
parts; part 1 deals with bronchology and part 2 with 
esophagology. 

Part 1 discusses anatomy, instruments, foreign bodies in 
the air and food passages, technics of direct laryngoscopy and 
bronchoscopy, technics of foreign body removal, obstructive 
laryngotracheal diseases and obstructive conditions of the bron- 
chial tree. As the term bronchoesophagology indicates, the 
field is covered in more than simply its endoscopic aspects. 
To a rearrangement of former material the authors have added 
a more comprehensive chapter on anatomy of the tracheo- 
bronchial tree and lungs. In the excellent section dealing with 
obstructive conditions of the bronchial tree, pulmonary disease 
is discussed from the standpoint of the clinical, pathological 
and surgical as well as the bronchoscopic aspects. 

Part 2 discusses the anatomy and physiology of the esophagus, 
technics of esophagoscopy and of removal of esophageal foreign 
bodies and diseases and abnormalities of the esophagus. The 
section on conditions affecting the functions of the esophagus 
is of particular interest. 

This book maintains the excellent standards of the previous 
works of the authors, with condensed, practical discussion. 
There are many new and excellent illustrations. The republi- 
cation of the classical drawings of Chevalier Jackson, used 
and copied in so many textbooks throughout the world, indi- 
cates that their fundamental character has stood the test of time. 


Sir Thomas Browne: A Doctor’s Life of Science and Faith. By Jeremiah 
S. Finch, Assistant Dean of College, Princeton University, Princeton, New 
Jersey. Cloth, $3.50. Pp. 319, with 18 illustrations. Henry Schuman, Inc., 
Publishers, 20 E. 70th St., New York 21, 1950. 


Sir Thomas Browne practiced medicine in Norwich, England, 
300 years ago, during the time of Cromwell and Charles II. 
Browne, who had been left a comfortable fortune by his father, 
attended Oxford, then traveled widely and studied on the Con- 
tinent. He became a successful practitioner and a respected 
member of the community. In the highly charged atmosphere 
of religious differences of his time, the handsome and cultured 
young physician wrote a small book, which almost immediately 
became a sensation and even today appears on many lists of 
great books. First published in 1642, “Religio Medici” has 
been reprinted again and again. Basically a plea for religious 
tolerance, it grapples with the conflicting claims of the science 
that would explain away the mystery of the created universe 
and of the false theology that would deny man’s right to honor 
his Creator by exploring his handiwork. In this book, Browne 
speaks to the modern age, as he did in the past, continuing to 
inspire and lead students of science, religion and humanity. 
Among those who responded to the rare humor, warm feeling 
and abundant charity of “Religio Medici” was Sir William Osler, 
on whose coffin this book was placed as a symbol of his love 
of literature and of his devotion to the service of humanity. 
Browne’s second book, “Enquiries into Vulgar and Common 
Errors,” was undertaken to reevaluate and correct popular ideas. 
He thus tried to promote intelligent skepticism by emphasizing 
that experiment and observation are the true basis of natural 
philosophy. Browne’s three “determinators of truth” were 
authority, sense and reason. His analysis of the sources of 
error shows the influences of Bacon, and their classifications 
of errors are strikingly similar. Browne also wrote “Urn 
Burial” and “The Garden of Cyrus,” the former being his 
reflections on “the fate of men’s bones” and the latter show- 
ing his lifelong interest in botany. 
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King Charles Il once went to Norwich where Sir Thomas 
Browne practiced medicine. The much feted monarch proposed 
the knighting of the mayor of Norwich but the latter begged to 
be excused and the name of Thomas Browne was called. 
Browne then was knighted. 

Of the seven children in the Browne family, one, Edward, 
became a physician and he was elected to the Royal Society, an 
honor that, for some unknown reason, did not accrue to his 
father. Sir Thomas Browne died in 1682, at the age of 77. 
Dr. Finch, author of this biography and assistant dean at 
Princeton College, is well known for his studies of this great 
man. He apparently holds an opinion akin to that of Sir William 
Osler, who said, “The mastery of self, conscientious devotion 
to duty, deep human interest in human beings—these best of 
ali lessons may be gleaned from the life of Sir 
Thomas Browne.” 


Neurosis and Psychosis. By Beulah Chamberlain Bosselnan, M.D., 
Associate Professor of Psychiatry, University of Illinois College of Medi- 
cine, Chicago. Foreword by Francis J. Gerty, M.D.! Professor of Psy- 
chiatry and Head of Department, University of Illinois College of Medi- 
cine, Chicago. Cloth. $4.50. Pp. 172. Charles C Thomas, Publisher, 301- 
327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publications, 
Ltd., 49 Broad St., Oxford, England; The Ryerson Press, 299 Queen St., 
W.. Toronto 2B, 1950. 


This book is based on a series of lectures given yearly to 
medical and postgraduate students at the University of Illinois 
College of Medicine. Its purpose as it progresses from simpler 
to more complicated processes in neurology and psychiatry is 
to unfold for the student the increasingly profound disorgani- 
zations that are represented by failure of the human ego to 
bring a kind of order into the world that it finds filled with 
conflict and confusion. The approach of the book to the study 
of these diseases is the genetic-dynamic approach of present 
day psychiatry. The volume does not pretend to be a compre- 
hensive textbook on psychiatry, but has been provided to meet 
the special need imposed by the necessity for instruction of the 
large classes in medical schools today. An interesting chapter 
on the underlying concepts of psychosomatic medicine is 
included. 

A list of supplemental readings for students who are inter- 
ested in a more intensive study of the subject is included. This 
volume will be of much value in providing orientation to the 
subject of neurosis and psychosis for medical students. 


Chemistry and Biology of Proteins. By Felix Haurowitz, Professor of 
Chemistry, Indiana University, Bloomington. Cloth. $5.50. Pp. 374, with 52 
illustrations. Academic Press, Inc., 125 E. 23rd St., New York 10, 1950. 


The author has done a splendid job of correlating systemati- 
cally the results of the investigative work of many thousands 
of scientists in this difficult field. Since proteins are the basis 
of life, being inextricably connected with the phenomena of 
growth and reproduction, many phases of this dissertation 
should be of both philosophical and practical interest to the 
physician. The new phase of protein research, as elucidated 
by the author, has as its main goal the reconstruction of the 
complicated framework of the protein molecule itself. The last 
few chapters should prove of special interest to physicians. 
Included are such topics as proteins with enzymatic properties, 
proteins with hormone activity, role of proteins in immunologic 
reactions and the supply of amino acids for protein biosynthesis. 
The book is to be recommended as an advanced textbook on 
the subject as well as a handy reference for workers in the field. 


Hormone Assay. Edited by C. W. Emmens. Cloth. $10. Pp. 556, with 
illustrations. Academic Press, Inc., Publishers, 125 E. 23rd St., New York 
16, 1950. 


This is a collaborative effort by various authors. Assay 
methods for the vertebrate hormones are considered in detail, 
with a short account of the statistical methods necessary for 
proper analysis. Purely qualitative tests are omitted, with the 
chief emphasis being placed on the quantitative tests that give 
an estimate of the amount of hormone present. This is an 
extremely valuable treatise for biochemists and endocrinologists 
interested in hormone assay, since it includes all the important 
biologic and chemical tests used, and, in addition, presents a 
satisfactorily complete bibliography. 
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Methods in Medical Research. Volume 3. Ralph W. Gerard, Editor-in- 
Chief: Genetics of Micro-Organisms. S. E. Luria, Editor; Assay of 
Neurohumors, J. H. Gaddum, Editor; Selected Psychomotor Measurement 
Methods, Walter R. Miles, Editor; Methods for Study of Peptid Struc- 
ture, Choh Hao Li, Editor. Governing Board: Irvine H. Page, Chairman, 
and others. Cloth. $7. Pp. 312, with illustrations. The Year Book Pub- 
lishers, Inc., 200 E. Illinois St., Chicago 11, 1950. 


This is the third in a series of volumes describing methods 
with critical evaluation, and specifying time-tested and pre- 
ferred apparatus and step by step procedures in various fields of 
biologic and medical research. Each section is in charge of an 
associate editor with personal experience in that field of 
research. In a‘dition to making his own contribution to his par- 
ticular section, each associate editor is responsible for enlist- 
ing the aid of various active research workers in describing 
methods for certain specialized aspects of the field and in 
reviewing the experience of others. Thus, the volume actually 
presents the specialized and authoritative knowledge of some 50 
contributors. 

The first volume (1948) in the series covered the assay of 
antibiotics, blood flow measurement, selected methods in gas- 
troenterologic research and cellular respiration. The second 
volume (1949) included methods of study of bacterial viruses, 
pulmonary function tests and assay of hormonal secretions. 

This book and those which preceded it fill a real need in 
biologic and medical laboratories. While they can hardly be 
recommended for every physician’s bookshelf, they do constitute 
useful reference works for physicians who may wish to know the 
basis on which certain facts they use in practice have been 
established. It is to be hoped that this series will be continued 
until all fields in biology and medicine are covered and that 
the older volumes will be revised and brought up to date as 
necessary. 


Eye Surgery. By H. B. Stallard, M.B.E., M.D., F.R.C.S., Surgeon, 
Moorfields Eye Hospital, London. Second edition. Cloth. $9.50. Pp. 667, 
with 550 illustrations. Williams & Wilkins Company, Mount Royal and 
Guilford Aves., Baltimore 2; John Wright & Sons, Ltd., 42-44 Triangle 
West, Bristol 8, England, 1950. 


This edition of Stallard’s book (first edition, October 1946) is 
thoroughly revised, with most additions made in the descrip- 
tion of recent practices in the technic of penetrating and lamel- 
lar corneal grafting and keratectomy, various glaucoma and 
cataract operations and orbitotomy. The book opens with two 
short chapters on operating room equipment and anesthesia then 
devotes 180 pages to reconstructive (plastic) surgery of the eye- 
lids. The experiences of the author in the management of war 
wounds are related in individual case reports with photographs 
and drawings, made for the most part by the author himself. 
While the drawings lack artistic finish, they are easily interpreted 
by a surgeon and they serve this purpose well. 

Surgical procedures on the lacrimal apparatus, the eyeball 
and the orbit are described with the author’s variations in tech- 
nic, which brings an interesting sidelight on the continental 
developments in ophthalmic surgery, for while the book is 
steeped in old England, the influence of recent European and 
American contributions to the science and art of ophthalmic 
practices lends a new aspect to an otherwise familiar and some- 
what monotonous reiteration of what the eye specialists of the 
past generation have read again and again. Stallard’s operations 
are just a little bit different from the traditional in technic, 
and, as a rule, his variations are improvements. 

Some criticism is due for the almost exclusive use of illustra- 
tions of English equipment in a textbook that is designed for an 
American student (and published by an American press), but 
the author has the forthrightness to describe the things he does 
with the instruments he uses. Most students of ophthalmic sur- 
gery will not find it difficult to make the transition to American- 
made instruments. For example, six types of magnets are pic- 
tured, and it is doubtful whether any of them are regularly 
stocked by American dealers, and they are perhaps never seen 
in American hospitals. 

The discussions of diseases requiring surgical intervention and 
preoperative pathological conditions are necessarily brief, but 
they are pointed and adequate. Descriptions of operative technic 
usually fill the need for detailed instruction for procedure in 
various preoperative and postoperative ;complications, a factor 
that is of the utmost importance to a young surgeon apd so 
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sorely missed in most recently published surgical textbooks. 
Traumatic surgery, both civil and military, has been given more 
consideration than in previous books, but in light of future 
needs in military surgery, the author has not overly stressed 
reconstruction. 


Basic Principles of Clinical Electrocardiography. By Hans H. Hecht, 
M.D., Associate Professor of Medicine, University of Utah School of 
Medicine, Salt Lake City, Utah. Publication number 87, American Lecture 
Series, monograph in American Lectures in Circulation, edited by Irvine 
H. Page, M.D., and A. C. Corcoran, M.D. Cloth. $2. Pp. 88, with 32 
illustrations. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill.; Blackwell Scientific Publications, Ltd., 49 Broad St., 
Oxford, England; The Ryerson Press, 299 Queen St., W., Toronto 2B, 
1950 


This short monograph is another attempt, of many which 
have recently appeared, to interpret the position of the Wilson 
school to the student and practitioner of electrocardiography. 
In it the author discusses the so-called unipolar semidirect 
leads, unipolar limb leads and bipolar limb leads. Realizing 
the difficulties that the ordinary reader may have in following 
the terminology, he has appended a glossary defining the various 
terms. This interpretive monograph is as good as any of the 
short ones of the Wilson school and should be read by those 
who wish to gain more knowledge as to the purposes and the 
limitations of the recent electrocardiographic developments. 
The assumption by the author that the reader has basic knowl- 
edge of physics and electrocardiographic theory makes it 
difficult on occasion even for the experienced electrocardiog- 
rapher versed in theory to follow the presentation. However, 
it is not too difficult for one to follow this presentation. The 
composition of the illustrations is excellent, and the printing 
is clear. The best section is the one that deals with the older 
and more established theoretical concepts of electrocardiog- 
raphy, namely, the Einthoven law, the Einthoven triangle and 
vectoranalysis. Very useful indeed is the development of the 
theory of the ventricular gradient. Also valuable is the attempt 
on the part of the author to reduce the various normal electro- 
cardiographic contours to three fundamental patterns. Like 
most theoretical developments of the subject that have recently 
appeared, this one, while stating clearly the approximate char- 
acter of the assumptions as each is introduced, leaves the 
reader, on several occasions, with the impression that the 
assumption is more or less correct and proceeds to build a 
superstructure. Furthermore, the fallacy in this monograph, as 
in many others, is the implied assumption that knowledge of 
the theory of the electrocardiograph makes its clinical utility 
a matter of science. Actually clinical electrocardiography is 
based on empirical experience. While such presentations may 
clarify the background on which electrocardiography is based 
for beginners and for some of the more advanced students, 
the actual clinical application of a particular electrocardiogram 
must, in the last analysis, be based on experience, that is, on 
a correlation of like electrocardiographic findings in the past, 
regardless of the leads employed, with associated clinical con- 
ditions as checked by necropsy. This limitation of its clinical 
utility might well be made clear to the reader by the author. 
The monograph, despite these criticisms, is highly recommended 
for the student interested in electrocardiography. 


The Clinical Use of Testosterone. By Henry H. Turner, M.D., F.A.C.P., 
Clinical Professor of Medicine, School of Medicine, University of Okla- 
homa, Oklahoma City, Oklahoma. Publication number 46, American 
Lecture Series, monograph in American Lectures in Endocrinology, edited 
by Willard O. Thompson, M.D., Clinical Professor of Medicine, University 
of Illinois College of Medicine, Chicago. Cloth. $2.25. Pp. 69, with 
illustrations. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill.; Blackwell Scientific Publications, Ltd., 49 Broad St., 
Oxford, England; Ryerson Press, 299 Queen St., W., Toronto 2B, 1950. 


This brief monograph is one of a series of lectures in endo- 
crinology edited by Dr. Willard O. Thompson. The chemistry 
of testosterone proprionate is briefly reviewed; its physiological 
effects and metabolic action are discussed, and its therapeutic 
uses are described in some detail. A useful feature is the 
description of therapeutic forms and trade preparations. The 
addenda, based on reports appearing after the original prepara- 
tion of the monograph, contains information which amplifies 
or at times refutes previously expressed concepts. The book 
contains a bibliography of 260 references. 
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Introduction to the Regulation of Blood Pressure and Heart Rate. By 
Corneille Heymans, M.D., Professor of Pharmacology, University of 
Ghent, Belgium. Publication number 43, American Lecture Series, mono- 
graph in American Lectures in Physiology, edited by Robert F. Pitts, 

.D., Ph.D., Professor of Physiology and Biophysics, Cornell University 
Medical College, New York. Cloth. $2. Pp. 60, with 25 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, IU.; 
Blackwell Scientific Publications, Ltd., 49 Broad St., Oxford, England; The 
Ryerson Press, 299 Queen St., W., Toronto 2b, 1950 


Dr. Heymans is the recipient of a Nobel prize for work on 
vasomotor regulatory mechanisms. This short, introductory 
manual is written on a basic level and makes no pretense of 
being a comprehensive reference source. The author, relying 
heavily on work from his laboratory in past years, has presented 
in concise outline his concepts of the control of blood pressure 
and heart rate. The style is clear and readable, but because 
of brevity is inclined to be didactic. Discussion of the carotid 
sinus and aortic arch buffer mechanism is well organized and 
comprises the bulk of the subject matter. A few elementary 
paragraphs on shock are included, and experimental neurogenic 
hypertension is mentioned briefly. The bibliography is neces- 
sarily limited. The book is well printed, and the text is accom- 
panied with a number of clear, diagrammatic illustrations, some 
of which have appeared previously. It does not, however, 
materially supplement the information available from standard 
textbooks of physiology. 


The Transmission of Nerve Impulses at Neuroeffector Junctions and 

Synapses. By Arturo Rosenblueth, Head of Department of Phy- 

siology and Pharmacology of Instituto nacional de cardiologia de México. 

Cloth. $6. Pp. 325, with 98 illustrations. Published jointly by Technology 

Press of Massachusetts Institute of Technology, Cambridge, Mass., and 

John Wiley & Sons, Inc., 440 Fourth Ave., New York 16; Chapman & 
Hall, Ltd., 37-39 Essex St., Strand, London, W.C.2, 1950 


Tne present work differs in important aspects from the orig- 
inal book which the author had published in 1937 with the 
late W. B. Cannon. Certain topics, such as the supersensitivity 
of denervated structures, were omitted and are published in a 
separate book. The first part deals with the role of acetylcholine 
and sympathin in cholinergic and adrenergic nerves, while the 
second part treats the liberation of acetylcholine at the myo- 
neural junction and preganglionic synapses. It also deals with 
related problems, such as neurohumoral versus electrical trans- 
mission and the role of potassium. The author rejects the identi- 
fication of sympathin E with nor-epinephrine, in contrast to 
the viewpoint of most experimental workers in this field. This 
is a scholarly treatise; it is well documented and illustrated. 
There is an extensive bibliography oa index. The printing and 
binding are excellent. 


Dementia Praecox or the Group of Schizophrenias. By Eugen Bleuler. 
Translated by Joseph Zinkin, M.D. Foreword by Nolan D. C. Lewis, 
M.D. Monograph series on schizophrenia no. 1. Cloth. $7.50. Pp. 548. 
International Universities Press, 227 W. 13th St., New York 11, 1950. 


This book is a translation from the German of Bleuler’s 
original monograph on the schizophrenias. The book had not 
been translated previously into English. Bleuler, a contempo- 
rary and at one time an associate of Freud, has been gen- 
erally credited, as a result of this book, with revolutionizing 
Kraepelin’s formalistic and descriptive approach to schizo- 
phrenias. He describes in this volume the particular expressions 
of affect and the specific loosening of associations character- 
istic of schizophrenia and emphasizes the tendency toward 
autistic thinking and ambivalence that are accepted as part of 
present day psychiatric concepts of schizophrenia. The volume 
is of considerable historic value. Many of the concepts expressed 
and terminology used in this classical work form an integral 
part of psychiatric thinking today. 


Pars pro toto: Breviarium medicum internationale. By Alfred Peyser. 
Cloth. 12 kroner. Pp. 196. Almavist & Wiksells Boktryckeri-A.B., Box 
47, Uppsala, 1950. 


This small book lists in alphabetical order abbreviations that 
are commonly used in medical literature. Several languages 
are used to permit the list to have international usefulness. It 
will be helpful to many persons who are confronted almost 
daily with abbreviations in the literature. 
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SHIELD AGAINST ATOMIC RADIATION 
To tHE Eprror:—/s lead a shield against atomic radiation? 
L. Edward Giovine, M.D., Woodside, N. Y. 


ANSWER.—Lead is a shield against atomic radiation. The 
“Effects of Atomic Weapons,” published by the United States 
Atomic Energy Commission and the Department of Defense, 
gives 5.8 cm. thickness of lead as required to reduce the inten- 
sity of 4.5 Mev gamma radiation to one-tenth its original 
value. Lead, however, is not a good barrier for neutrons. 
However, this same handbook states that the range for the 
median lethal dose of initial gamma rays in the absence of 
shielding is “something like 4,200 feet from the exploding 
bomb. At this distance, it is reasonably certain that the neutron 
intensity will be well below the lethal range.” 


TRIGEMINAL NEURALGIA 


To THE Epitror:—/ have been using diluted alcohol in the treat- 
ment of tic douloureux as a means of desensitizing the nerve 
or undiluted alcohol to kill the nerve. 1 have had excellent 
results except in one patient, who seemed to experience acute 
pain and some swelling. Have any new drugs been per- 
fected to desensitize and to kill the nerve? 


M.D., New York. 


ANSWER.—The only drug suitable for injection into the 
trigeminal nerve for relief of tic douloureux or trigeminal 
neuralgia is alcohol. Some physicians use 95 per cent alco- 
hol; others use a mixture of 1 per cent procaine hydrochloride 
in 80 per cent alcohol. The latter is preferred by some because 
the immediate discomfort of injection is thought to be less. 
The 95 per cent alcohol is used by others because they find 
that the pain subsequent to injection is short lived and that the 
results are most satisfactory. One should be aware that results of 
injections of this sort are not permanent. It is not possible to 
treat the peripheral divisions of the trigeminal nerve either surgi- 
cally or by injection so as to permanently destroy them and per- 
manently relieve the patient of pain. That can be accomplished 
only by attacking the nerve between the gasserian ganglion 
and the brain stem, which can be done safely only by surgical 
means. » 


SARCOMA OF THE RIB 
To THE Epiror:—What is the accepted treatment of a very 
cellular anaplastic sarcoma of the fourth rib? The tumor 
is attached to one side of the rib, measures 3.6 by 3.2 by 
2.2 cm. and is causing erosion of the rib. 

Paul Immerwahr, M.D., Downers Grove, Ill. 


ANSWER.—No treatment of a very cellular anaplastic 
sarcoma of the fourth rib is likely to be curative. It would there- 
fore seem that roentgen therapy might afford as much pallia- 
tion as possible. The outlook, of course, depends somewhat 
on the type of sarcoma. For example, Ewing’s sarcoma of a 
rib has an almost uniformly fatal result in less than five years, 
whereas reticulum cell sarcoma of bone is associated with a 
much longer survival period and some apparent cures. 

If the pathologist does not consider that the tumor is radio- 
sensitive, a wide local excision might be preferable. This 
should include the full thickness of the chest wall together 
with the affected rib and the adjacent ribs, above and below. 
Collected cases of primary malignant tumors of the bony 
thoracic cage have shown a notoriously unfavorable ultimate 
outlook (Sommer, G. N. J., and Major, R. C.: Neoplasms of 
Bony Thoracic Wall, Ann. Surg. 115:51, 1942). 


The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically stated in the reply. Anonymous communications and queries on 
postal cards cannot be answered. Every letter must contain the writer’s 
name and address, but these will be omitted on request. 


J.A.M.A., March 3, 1951 
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PSORIASIS 

To THE Epitor:—Since September 1949, I have been treating 
a 62 year old priest for general psoriasis of the exfoli- 
ative type. The history dates back 25 years. The patient 
is tall, slim, emaciated and debilitated. The results of rou- 
tine laboratory tests were negative. With conservative treat- 
ment, liquid petrolatum baths twice a day and 50 mg. of 
tripelennamine hydrochloride (pyribenzamine®) a day, the 
condition clears up entirely. Within a few weeks there is a 
recurrence and hospitalization is necessary. This has occurred 
four times within the last year. While the patient is receiv- 
ing hospital care the eruption subsides, but as soon as he 
returns to the rectory the eruption recurs. About 20 years 
ago he had arthritis deformans, involving the fingers and 
spine. The large joints of both legs and arms function well. 
There seems to be no connection between the psoriatic 
flare-up and the arthritis. The latter does not improve or 
get worse. The patient has been seen by an internist, an 
orthopedist, a roentgenologist and a urologist, in order that 
infection of the genitourinary tract might be ruled out. Fever 
therapy and pituitary adrenocorticotropic hormone (ACTH) 
and cortisone therapy have been decided against by the con- 
sultants, mainly because of the patient’s poor physical con- 
dition. Do you think his environment has anything to do 
with his condition? M.D. New York. 


This inquiry was referred to two authorities, whose respec- 
tive replies follow.—Eb. 


ANSWER.—It is most unusual for generalized or exfoliative 
psoriasis to clear up within a few weeks as the result of such 
bland treatment as described even with hospitalization. A 
biopsy of the skin should be made and the sections examined 
by a dermatopathologist. The information presented suggests 
two diagnostic possibilities: (1) neurodermatitis and (2) contact 
dermatitis. The biopsy should be done to settle the question 
with respect to psoriasis; then the other diagnostic possibilities 
should be investigated. 


ANSWER.—Psoriasis has been known to improve under con- 
ditions of improved general health, diminution of nervous ten- 
sion and environmental change. The environmental features 
causing a relapse in this case would be suspected to be the 
stress, strain and responsibilities of the patient’s occupation. 
There is nothing at present to make one believe that an environ- 
mental or other allergy is involved in psoriasis. Since pituitary 
adrenocorticotropic hormone and cortisone have been found 
helpful, due consideration should be given their use. The 
inquirer does not mention any specific features about the patient 
to indicate that these hormones, used with proper precautions, 
would be unsafe. 


IODINE IN TREATMENT OF BALDNESS 

To tHE Epiror:—A patient has consulted me concerning the 
“white iodine” treatment for baldness. He has friends who 
underwent this treatment at the hands of barbers in Maine 
during the early 1940’s and who obtained gratifying results. 
Some sort of lotion or unction was applied locally, and a 
new growth of fine, downy hair appeared. Do you have 
information on this, or is it simply another of many quack 
preparations promoted for the relief of baldness? 

H. J. Fowler, M.D., San Francisco. 


ANSWER.—The so-called white iodine (iodine decolorized with 
ammonia) treatment of baldness might be the application of 
tincture of iodine to patches of alopecia areata. It has been 
found that iodine painted on the bald spots at five to seven day 
intervals seems to have merit in restoring the hair in alopecia 
areata. It does not appear to have had any merit in the treat- 
ment of other types of alopecia. Undoubtedly, white iodine 
would have the same merit as the ordinary tincture of iodine. 
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THREATENED ABORTION 

To THE Epitor:—A woman aged 30 complained of pressure 
of the lower abdomen and occasional spotting following a 
six weeks’ pregnancy. She received 100 mg. progesterone 


(prolution®) by injection every day for 16 days, with the, 


exception of three days when 50 mg. were ordered. She 
also received 100 mg. of diethylstilbestrol tablets. 1 would 
appreciate your opinion of such treatment. Also, is there any 
danger to the patient from such amounts of progesterone 
and diethylstilbestrol, the diethylstilbestrol to be continued 
for the duration of her pregnancy? 


M.D., New York. 


ANSWER.—Many obstetricians prescribe progesterone in 
cases of threatened abortion because it has been shown that 
this hormone diminishes the contractility of the uterus. How- 
ever, there is no proof whatever that the cause of most cases 
of threatened abortion is increased uterine irritability. In 
about half the cases of spontaneous abortion, the ovum is 
abnormal and nature properly gets rid of it. 

Greenhill, in the “Yearbook of Obstetrics and Gynecology,” 
1949, page 39, points out that the question of whether to give 
diethylstilbestrol to prevent abortion, treat threatened abortion 
or prevent habitual abortion is hotly debated. He says: 

In view of the differences (of opinion) I suggest the following line of 
treatment. Bed rest should be prescribed around the time that menstru- 
ation would have been expected. Patients with threatened abortion 
should adhere to this type of bed rest for four lunar months and those 
with histories of habitual abortion for eight lunar months. Sexual 
intercourse should be avoided. Basal metabolism studies and cholesterol 
determinations should be made to determine whether thyroid therapy is 
needed. If thyroid extract is required, a sufficient dose should be pre- 
scribed. If possible blood iodine content should also be determined. In 
threatened abortion, a Guterman or Venning pregnanediol test should 
be performed and, if the result is normal, there is no reason for giving 
progesterone. If one of these tests shows a lack of or a decrease in 
pregnanediol excretion, at least 75-100 mg. progesterone must be adminis- 
tered hypodermically each day. In view of the Edinburgh report I shall 
withhold diethylstilbestrol from patients with threatened and habitual 
abortion until the various investigators come to some agreement. 


As far as is known there is no harm in the administration 
of large amounts of progesterone and diethylstilbestrol during 
pregnancy. 


EMPLOYABILITY OF PERSONS 
WITH SHRAPNEL IN THEIR BODIES 


To THE Epiror:—What are the dangers of employing persons 
with shrapnel or other metallic objects in their bodies for 
work in areas that are contaminated with radioactive mate- 
rial? Are they in danger of absorbing radioactive particles 
or radiations within the metal beneath the skin? 


M.D., California. 


ANSWER.—There is no danger in employing persons with 
shrapnel or other metallic objects in their bodies for work in 
areas that are contaminated with radioactive material. The 
metallic material could become radioactive only by the neutron 
flux at the time of the bomb burst itself, and if such persons 
were to receive sufficient neutrons to activate any metal present 
they would already have received a lethal dose of ionizing 
radiation. 


CHARACTER AND BEHAVIOR DISORDERS 


To THE Epitor:—Please define character disorder in terms 
of present day psychiatric terms. 


J. A. Wrenn, M.D., Sulphur, Okla. 


ANSWER.—Character and behavior disorders are those con- 
ditions in which there are present developmental defects or 
pathological trends in the personality make-up with little or 
no anxiety or distress. The disorder manifests itself by a 
pattern of activity or behavior that is the same throughout 
life, rather than by mental or emotional symptoms. Chronic 
encephalitis or head injury may produce the clinical picture 
of a character or behavior disorder and should be borne in 
mind as possible causative factors. 

Included in the group of character and behavior disorders 
are inadequate, antisocial, paranoid, and schizoid personalities, 
sexual deviants, emotionally unstable personalities and imma- 
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turity reactions. The behavior pattern of these persons is an 
abnormal one representing a borderline adjustment and is 
present throughout life. The emotionally unstable and imma- 
turity reactions are related to a lack of emotional develop- 
ment and manifest themselves as an inability to maintain 
emotional equilibrium under stress. It will be noted that many 
of these reactions are those formerly classified as psychopathic 
personalities. 


TREATMENT OF DUODENAL ULCER 


To THE Epiror:—!/ had massive bleeding per rectum and tarry 
stools in 1946. Roentgenograms of the gastrointestinal tract 
at the time were normal. I thought I had a duodenal ulcer 
because of occasional discomfort one to one and one-half 
hours after meals for two to three weeks during the year. 
I adopted an ulcer regimen and then gradually returned to 
normal eating habits and smoking. In September 1950 I had 
another attack of massive bleeding per rectum, which 
required hospitalization and three blood transfusions. My 
hemoglobin dropped to 45 per cent and red blood cells to 
2,800,000. Roentgenograms taken one week after this epi- 
sode showed a definite ulcer in the duodenum. I am now 
on a modified Sippy diet and take banthine® (beta-diethyl- 
aminoethyl xanthene-9-carboxylate methobromide), 50 mg. 
four times daily and aluminum hydrochloride as an antacid. 
I have given up smoking completely. Should operation be 
performed (subtotal gastrectomy with vagotomy)? If not, 
how long is it necessary to remain on the ulcer regimen? 
How often in a lifetime is it safe to undergo gastrointestinal 
roentgen examination? M.D., New York. 


ANSWER.—Recurring massive hemorrhage from duodenal 
ulcer may require surgical treatment after recovery to prevent 
recurrence. The most conservative operative procedure for this 
would be gastoenterostomy with vagotomy; subtotal gastrectomy 
is used widely and is, on the whole, satisfactory. 

The issue of medical versus surgical treatment, however, 
should be decided only after a trial of intensive and adequate 
medical therapy. The Sippy program should be carefully 
followed. Small additional feedings of cream of wheat, soft 
cooked eggs, puddings, jello, ice cream, toast and strained soups 
may be added every other day until six feedings are being taken. 
About the third week the three meal ulcer diet can be started; 
it should be followed indefinitely. The patient must follow 
this program of diet, powders and milk and cream feedings for 
a year or more or for an indefinite period of time thereafter. 

Gastric analysis should disclose high acid values. Satisfac- 
tory alkali powders for hourly neutralization are calcium car- 
bonate and magnesium carbonate in 2 Gm. doses, the latter 
being used to provide a daily formed bowel movement. In the 
evening, along with spaced alkali and milk and cream feedings, 
0.5 to 1.0 mg. of atropine may be used for a high night secre- 
tion. Banthine® may be used as a supplement. Smoking should 
be avoided in this instance, probably, although many patients 
who do not smoke are afflicted with bleeding ulcers. 

Information on the exact number of roentgen examinations 
a patient may safely have in a lifetime cannot definitely be 
given, since many variables are involved. Assuming that the 
x-ray machine delivers 15 r per minute and that the usual 
fluoroscopic examination requires four minutes, a total of about 
60 r would be given per examination. This would then allow 
about 50 examinations, care being taken that no one particular 
area is Overexposed on repeated examinations. 


THE BEHCET SYNDROME 
To tHE Epitor:—Kindly supply information concerning the 
etiology and treatment of Behcet’s syndrome, which is char- 
acterized by indolent ulcers of the vaginal and oral mucosa. 
Irving L. Frank, M.D., Philadelphia. 


ANSWER.—The Behcet syndrome consists of stomatitis, 
uveitis and ulcers of the genital organs. The etiology is 
unknown, but a virus is probably responsible for the syn- 
drome. There is no specific treatment for: this condition; 
therefore, the symptoms should be treated locally to give 
relief. Antibiotics should also be tried. 
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CYCLOPROPANE SHOCK 


To tHE Epiror:—A number of patients who, after anesthesia 
(induced with thiopental sodium and continued with cyclo- 
propane) for surgical procedures suddenly become pulseless, 
and their blood pressure drops until it is almost imper- 
ceptible. This is not the typical picture of shock, since the 
color and respiration of the patient are relatively unaffected. 
These conditions seemed to respond with phenylephrine 
(neo-synephrine®) hydrochloride given intramuscularly. It 
generally lasts from five to 20 minutes. These reactions 
appear to bear no relation to the severity or length of the 
operation. They usually occur after about the first hour 
of anesthesia and follow relatively simple surgical pro- 
cedures as well as procedures associated with more blood 
loss and tissue trauma. Is this reaction attributable to the 
cyclopropane? What is the proper treatment? 


M.D., Washington. 


ANSWER.—The condition described resembles closely the 
sequence of events that has been more commonly referred to 
as cyclopropane shock. This condition per se is indistinguish- 
able from surgical or hemorrhagic shock, except in the fol- 
lowing two respects. It occurs suddenly and is related positively 
to the termination of the anesthesia and is most often accom- 
panied by a slow pulse. The condition has been described as 
a complication of many combinations of anesthetic agents, 
particularly those using curare, but is most commonly related 
to cyclopropane. There is good evidence to support the 
hypothesis that the pathogenesis of the complication depends 
on an excessive accumulation of carbon dioxide within the 
body following inhibition of the respiratory center by the 
anesthetic agent and that the respiratory center is rendered 
incapable of responding effectively to stimulation by the 
incapacitation of the effector organs (as in muscular paralysis 
with curare). It is presumed that there may be a slow accumu- 
lation of excess carbon dioxide, which is partially compen- 
sated for by chemical shifts in the buffer systems of the body. 
With termination of the anesthesia and return of sensitivity 
of the respiratory center or effectiveness of respiratory muscles, 
the excess carbon dioxide in the body is quickly disposed of, and 
the body responds to the elimination of the previously abnormal 
concentration, the whole process being manifested by the 
clinical syndrome described by the questioner. 

This undesirable sequence of events following anesthesia 
probably can be avoided if adequate ventilation is insured for 
the patient throughout the course of anesthesia. It may be 
treated by the administration of 5 per cent carbon dioxide in 
oxygen for a short period of time in the immediate post- 
anesthetic period, with gradual withdrawal of the high carbon 
dioxide concentrations, the patient thus being allowed to make 
a slow readjustment to his natural environment. 

The administration of epinephrine-like compounds may be 
contraindicated because of their demonstrated capacity to 
induce serious cardiac arrhythmias in the presence of cyclo- 
propane. Detailed information and a bibliography are found in 
“The Immediate Decrease in Blood Pressure Seen at the Con- 
clusion of Cyclopropane Anesthesia: ‘Cyclopropane Shock’” 
by Robert D. Dripps (Anesthesiology 8:15 [Jan.] 1947). 


RETRACTED EARDRUM 


To THE Epiror:—What is the significance of a retracted ear- 
drum? Is it possible for tonsils to encroach on the fossa 
of Rosenmiiller and cause a child 4 years of age to have 
a retracted eardrum? Is it possible for a retraction of the 
eardrum to cause deafness in a child 4 years of age? 


M.D., Kansas. 


ANSWER.—Retraction of the eardrum is caused by occlusion 
of the eustachian tube with development of negative pressure 
in the middle ear cavity as the air is absorbed. With this, 
the hearing is impaired and, if the occlusion lasts long enough, 
the middle ear fills with clear yellow serum. The tonsils do 
not affect the eustachian tube, but the adenoids, whenever 
enlarged, are a frequent cause of this condition and could cause 
it in a person 4 years old. It is important to differentiate 
between a pathological retraction of the drum with impaired 
hearing and some degree of retraction but with normal hearing, 
in which case the eustachian tube is normally patent. 


J.A.M.A., March 3, 1951 


DILATATION OF PUPIL 


To THE Epittor:—I/n the answer to the query from Dr. R. J. 
Kent in THe Journat Dec. 23, 1950, page 1536, it is rec- 
ommended that 4 per cent cocaine hydrochloride be instilled 
three times at five minute intervals by general practitioners 
for fundus examinations. Many ophthalmologists do not 
agree with this procedure, as the cocaine hydrochloride is 
toxic to the corneal epithelium and also anesthetic. Denuda- 
tion of the cornea can occur since the epithelium will peel 
off easily and the patient may rub the eye with more force 
than usual, because of anesthesia of the cornea. It is also 
mentioned that, since dilatation of the pupil may precipitate 
glaucoma, tonometry should be performed beforehand. This 
would, of course, discourage any fundus examinations by a 
general practitioner. 

Most institutions prefer to use 5 per cent ephedrine sul- 
fate, 2.5 per cent phenylephrine hydrochloride or 1 per cent 
hydroxyamphetamine hydrobromide for dilatation of the 
pupil for fundus examination, The 5 per cent ephedrine sul- 
fate should not be used in patients with a tendency to 
hypertension. 

So far as increase in intraocular tension is concerned, a 
general practitioner is fairly safe in using | per cent hy- 
droxyamphetamine hydrobromide if the finger tension is soft 
and the anterior chamber of the eye is not shallow. Every eye 
with a deep anterior chamber does not necessarily have a wide 
angle, but this is a good simple criterion for the general 
practitioner. Glaucoma due to mydriasis occurs particularly 
in women over the age of 35. If 1 per cent hydroxyampheta- 
mine hydrobromide is used and followed by 1 per cent pilo- 
carpine hydrochloride solution or 0.25 per cent physostigmine 
salicylate solution after the fundus examination has been 
done and the patient not allowed to leave the office until 
the pupils are miotic once more, no harm will be done. One 
should not use a mydriatic in patients who have had any 
internal disease of the eves, in whom the finger tension is 
hard or doubtful, or in patients who have shallow anterior 
chambers. One should be particularly cautious in use of a 
mydriatic in women over 35, and the mydriatic should be 
neutralized with a miotic. 

With pilocarpine hydrochloride or physostigmine salicylate 
one should use a dropper with a small opening; only 1 drop 
should be administered in each eye so there will be little 
systemic absorption, which can produce nervousness, nausea 
and diarrhea. Use of any of the aforementioned mydriatics 
produces mydriasis within 15 to 30 minutes, with minimal 


cycloplegic effect. Edward 1. Lipsius, Philadelphia. 


FLUORIDE POISONING 


To THE Eprror:—/n Queries and Minor Notes in THE JOURNAL 
Dec. 9, 1950 (page 1323), the answer to an inquiry con- 
cerning fluoride poisoning states that the chronic form of 
fluoride poisoning characterized by dense deposits in bones 
and tendons as revealed by roentgenograms is not known to 
have occurred in the United States. This is incorrect. The 
foliowing three cases are recorded in the literature as due to 
chronic fluoride exposure in the United States, and all were 
first revealed by roentgenographic study. 

A case with bone changes in a laborer who had been 
exposed for 18 years to the dust of a fertilizer made by 
crushing of phosphate rock which had a high fluorine con- 
tent (3.88 per cent) was reported by P. A. Bishop (Bone 
Changes in Chronic Fluoride Intoxication, Am. J. Roentgenol. 
35:577 [May] 1936). Another case was due to chronic inges- 
tion of high fluoride content drinking water (Linsman, J. F., 
and McMurray, C. A.: Fluoride Osteosclerosis from Drink- 
ing Water, Radiology 40:474 [May] 1943). In the latter 
case, the presence of bilateral chronic pyelonephritis was 
probably a factor in the production of skeletal sclerosis. 
The third case was also due to chronic ingestion of drink- 
ing water with a high fluoride content and is noted in the 
book “Neoplasms of Bone” by Bradley L. Coley (New York, 
Paul B. Hoeber, Inc., 1949, pp. 657-658). 


Joseph F. Linsman, M.D., California. 
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